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Summary 
The number of nurses leaving the NBS outweighs recruits. Wastage is attributed to 
younger nurses (Aiken et aI, 2001), low relational psychological contracts, higher 
professional education (Purvis.& Cropley, 2003), pay, urban accommodation, value 
perceptions, and other employment opportunities (Finlayson et a12002). Moreover, 
North American evidence indicates that downsizing, which involves massive lay-
offs, is associated with lower job satisfaction and aspects of job satisfaction (e.g., 
Greenglass & Burke, 1997; 1998; 2000; 2001). Two studies were conducted to assess 
whether recent NBS restructuring was associated with increased stress, intentions to 
leave, and/or lower job satisfaction. In the first, a longitudinal quasi-experimental 
design evaluated whether the psychological factors and processes proposed by Shaw 
& Barrett-Power (1997), based on Lazarus & Folkman (1984) accounted for these 
changes. NHS nurses (n 351) were sampled during the 1998-1999 Trust mergers. 
MANOVA results indicated that restructuring was associated with increased job 
stress, lower job satisfaction, but not increased intentions to leave. Multiple 
regression analyses revealed that among 'affected' nurses (n=259) the Shaw & 
Barrett-Power variables predicted job satisfaction, but not intention to leave. In the 
second study, a quasi-experimental design evaluated the ideal/actual match (Atwater 
& Yammarino 1993), and rank ordering of actual leader' s qualities (Kouzes & 
Posner, 1988). NBS nurses (n=191) were sampled during the April 2001 Trust 
mergers, or transition from PCG to PCT. MANOVA results indicated that nurses 
who stated that their work group would be successful in dealing with the imminent 
event reported fewer discrepancies between ideal and actual leadership qualities. 
Moreover, they ranked 'inspiring' significantly higher than nurses who stated their 
work group would be less successful. Among the conclusions was the efficacy of the 
Shaw & Barrett-Power model to predict job satisfaction at the individual level, and 
recommendations regarding ways to increase NHS nurses' job satisfaction, and 
thereby reduce wastage. 
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Chapter 1 Introduction: Why are nurses leaving the 
NHS? 
This chapter outlines the thesis. It begins by stating the underlying problem: that 
insufficient nurses are entering, and remaining in the UK National Health Service 
(NBS) for an adequate service to be delivered to an increasing population. Possible 
reasons for the problem precede an overview of the background, and focal 
psychological theories on which the study is based. This is followed by the aims and 
objectives of the research, and how the problem will be studied. Indications of the 
theoretical, methodological, and practical significance of the study bring the chapter 
to a close. 
1.1 Thesis outline 
The thesis will explore some influences on nurses I intention to leave the NHS in 
recent years i.e., 1991-2001. Specifically, it questions whether NHS restructuring 
exacerbates nurses' stress, such that it directly increases intentions to leave, or 
indirectly increases intentions to leave by decreasing aspects of job satisfaction. The 
effect of nurses leaving represents not only a waste of valuable human resources, but 
also has major implications for the NHS. 
1.2 The problem 
Insufficient nurses are entering (Ball & Stock, 2000, p12), and remaining in the NHS 
(DOH, 2001 b), and in the light of an increasing population (ORE, 2002, pI) this has 
the potential not only to affect adversely those who remain, but also to jeopardize an 
adequate service being delivered by nurses. 
Almost a quarter of the nursing workforce is over the age of 50 (Ball et aI., 2000, 
p12), and during the next five years approximately 13% of the workforce will be 
eligible to retire (Malone, 2003). It is estimated that the pool of potential recruits will 
not outweigh this reduction in the workforce (Ball et aI., 2000, p12). However, the 
effects of a deficit in the workforce are already manifesting for example, healthcare 
staff have reported unacceptable levels of stress to the Health & Safety Executive 
(Carvel, 2003), and there have been awards of compensation (RCN, 2000b; ReN, 
1 
2000a). Stress is the second highest cause of long-term absence from work. It is 
thought to account for more than 13 million lost working days a year, and can result 
in heart disease, alcoholism, and mental disorders (HSE, 2003). A spiraling 
relationship to existing staff emerges between these factors: unfilled job vacancies 
lead to stress, which is likely to be associated with lower job satisfaction, which may 
lead to absenteeism, physical and mental ill health, and in turn exacerbate the strain 
on a reduced workforce. It is likely that nurses intention to leave the NHS stem from 
the stress resulting from unfilled job vacancies, lower job satisfaction, long-term 
absenteeism! sickness among colleagues, but that this is increased by other stressors. 
1.3 Background to the problem 
The problem is rooted in the demands that nursing makes on the individual. Added to 
these are the implications of recent professional changes i.e., the initial preparation, 
and continuing education of UK nurses. Moreover, the economic and political 
consequences of changes in society i.e., demographic, and technological, have had a 
major impact on the NBS and on the nurses who work in it. Furthermore, the NBS 
has been subject to major organizational changes that have resulted in e.g., hospital 
closures. 
Nurses have reported for some time that their work is demanding, both physically 
(e.g., Smedley, Egger, Cooper, & Coggon, 1997), and emotionally (e.g., James, 
1989; Tyler & Cushway, 1992). However, during the decade that is the focus of this 
study nurses have been subjected to major professional, and organizational change. It 
is likely that these changes place additional demands on the nursing role, such that 
they may exacerbate nurses' decisions to leave the NHS and/or nursing. 
Intention to leave the nursing profession has been the subject of several studies in the 
NHS (e.g., Redfern, 1978). Among recent evidence there are indications that nurses 
are also leaving on ill health grounds (e.g., Smedley, Egger, Cooper, & et aI., 1995), 
and that significant numbers of younger nurses intend to leave (Aiken et aI., 2001). 
The latter finding has been attributed to low relational psychological contracts 
(Purvis & Cropley, 2003). This may in part be attributed to a higher level of 
preparation for nurse registration (i.e., Project 2000), and the statutory demand to 
continue education post registration. 
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During the past ten years nurses have been educated to a higher academic level (i.e., 
at least diploma) than previously. These nurses have considerably more knowledge, 
and arguably more skills. Such education is associated with higher professional 
autonomy (Ferguson, 1998), and in principle would enable them to deliver a higher 
quality of care, than nurses who registered on completion of earlier programmes. 
Furthermore, all nurses are now required to undertake professional development on a 
regular basis in order to remain a registered nurse. Over 50% of nurses who have 
chosen or plan to undertake degrees, cite the main reasons as professional 
development and satisfaction; a fifth cite professional pressure (Ball et aI., 2000, 
p33). While it is highly likely that the professional advantages inherent in pursuing 
statutory and personal development add to job satisfaction, such professional 
development is also likely to add to the demands of being a nurse. Specifically, study 
may encroach on the time available at work and/or at home, and thus raise the 
pressure to fulfill roles in and out of work. Moreover, in high demand work 
situations such nurses may be dissatisfied if there are insufficient resources such that 
they cannot utilize their knowledge and skills to a known, and/or desirable level. 
Moreover, their professional education has a possibly unintended benefit: it equips 
nurses with valuable, marketable generic knowledge and skills, thereby increasing 
the probability of gaining employment elsewhere. 
During the decade that is the focus of this study, there has been not only a political 
shift (i.e., from a Conservative to a New Labour government associated with changes 
in social policies), but also demographic and technological changes. These have 
added to the demands on nurses, and thus have implications regardingjob 
satisfaction, and intentions to leave the NHS and/or nursing. 
Between 1981 and 2000 the UK population increased by 6% from 56 to nearly 60 
million, the number of older people rose (Office of National Statistics, 2001), and 
there is an expectation that this will continue (ORE, 2002, Table 1.1). During the 
same period there has been a significant increase in the nwnber of in-patients for all 
specialties, a decline in the duration of in-patient 'stays' (DOH, 2000c), as well as a 
rise in community care. Increases in hospital and community specialist services 
abound. Thus hospital nurses have higher patient acuity, and throughput~ community 
nurses are subject to more workload, and diversity of services. 
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In addition, advances in technology have enabled medical staff to diagnose and treat 
more patients (McClenahan, 2003), and this has created additional intellectual 
demands for nurses (e.g., Colyer & Kamath, 1999). The availability of increasingly 
sophisticated technology raises patients' expectations, and their demands for its 
application, but this has created ethical dilemmas for nurses (e.g., Tmobranski, 
1996). Some nurses have taken advantage of such developments by recognizing 
opportunities to develop specialist roles and thereby safeguard their careers, although 
such roles are also perceived as being economically driven and transferring routine 
medical work to nurses (e.g., McCartney, Tyrer, Brazier, & Prayle, 1999). Moreover, 
nurses may have developed higher expectations regarding technology, such that lack 
of it, failures in, or inferior products are associated with perceptions of stress. It is 
highly likely therefore that advances and expectations inherent in medical technology 
offer opportunities for some nurses, as well as adding to the demands of the nursing 
role. 
Moreover, during the past ten years there has been considerable restructuring in the 
NBS. Specifically, the creation ofNHS Trusts, Trust mergers, the creation of 
Primary Care Groups (peGs), and the transition to Primary Care Trusts (PCTs). 
Such changes are highly likely to add to demands on individual nurses, as well as 
their work groups, insofar as they create the potential for perceptions of challenge 
(i.e., possibility for mastery or gain), or threat (i.e., anticipated harms or losses). It is 
likely that nurses who perceive restructuring as a challenge will be more satisfied in 
their work, and with the functioning of their work group, whereas those who perceive 
it as a threat will be less satisfied in these respects. Dissatisfied nurses, who have 
knowledge and skills to obtain employment elsewhere, may leave the NHS and/or 
nurSIng. 
Professional, demographic and technological issues affect all UK nurses; in addition, 
some have been directly affected by NBS restructuring. It is the researchers belief 
that restructuring is the principal problem. The experience of such events is likely to 
be stressful. An event may entail personal and professional changes such that these 
increase intentions to leave, decrease job satisfaction, and aspects of job satisfaction, 
such as job insecurity, and the ability to deliver satisfactory patient care and services. 
Furthennore, the possibility of obtaining less stressful and more satisfying 
4 
employment elsewhere may induce younger rather than older nurses to leave the 
NHS, because they have more time to develop a new career, and are less likely to be 
financially penalized. 
This thesis focuses on the likelihood that NHS restructuring adds to the stress of 
nursing in the NHS. Specifically, that NHS restructuring affects nurses' level of 
stress, and directly influences intentions to leave, or indirectly influences intentions 
to leave through aspects of job satisfaction. 
1.4. Background theory 
The psychological factors that underlie nurses' responses to restructuring, and how 
these may influence nurses intention to leave the NHS may be explained from 
management, and psychological theoretical perspectives. Specifically, the 
management of change approaches (Bennis, Benne, & Chin, 1973), the demand-
control (D-C) model (Karasek, 1979) and social support extension (D-C-S) (Payne, 
1979), burnout (Freudenberger, 1974), and the cognitive-phenomenological model of 
stress (Lazarus & Folkman, 1984). 
The three seminal approaches to the management of change (Bennis et aI., 1973), 
subsequently developed and applied to nursing (Lancaster & Lancaster, 1982; 
Wright, 1990), reflect pragmatic strategies of telling, selling and participating 
(Blanchard & Zigarmi, 1987), and have relevance to the current study. The 
management of change strategies described in these approaches indicate that 
information giving by managers, and participation in decision-making by those 
affected are likely to engage people in an effective process. However, the established 
leadership style, and/or changes to this during an event may influence group 
members' perceptions of and responses to information, and participation in decision-
making (Staw, Sandelands, & Dutton, 1981). It is argued that individual nurses, who 
engage in information search activities, and participate in decision-making within the 
work group will be more satisfied and less stressed, whereas those who do not will 
be less satisfied with the personal, and professional implications of the event, in the 
short, and longer term (Perryman & Robinson, 2003), and this will be associated 
with more stress, and strain. 
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Understanding how the work environment affects well-being from a psychological 
perspective has been dominated by the D-C (i.e., Demand-Control) model (Karasek, 
1979), and D-C-S (i.e., Demand-Control-Support) model (Payne, 1979) for the past 
three decades. The models propose that high-strain jobs are brought about by a 
combination of high work demands and low control. Furthermore, the models 
propose a further three combinations for example, high demands and high control 
will lead to active jobs, i.e., ones that present challenge, and lead to the development 
of skills, confidence, competence, and well-being. The former, in particular, is 
sometimes called the buffering effect (Morrison, Payne, & Wall, 2003). Social 
support has also been shown to buffer the effects of high job demands (House, 1981), 
and in the D-C-S model it is cast in that role, so that the combination of all three 
factors is specified as the cause of stress and strain (Morrison et aI., 2003). 
The D-C models have some theoretical merits regarding the current study, insofar as 
they propose that intervening internal (i.e., autonomy) and external (i.e., social 
support) factors influence the demand-strain relationship. They indicate that jobs 
with low demands, high control, and high social support, will be associated with a 
low level of self-assessed symptoms of psychological distress, and moderate levels 
of job satisfaction, particularly extrinsic satisfaction. However, there is already 
evidence that some nurses report high work demands, and when associated with low 
levels of social support they report burnout (e.g., Eastburg, Williamson, Gorsuch, & 
Ridley, 1994). In addition, professional autonomy is a significant factor injob 
satisfaction (e.g., Blegen, 1993). A study that examined the demands of restructuring, 
professional autonomy and support would explain the strain associated with these 
factors, but not necessarily why nurses are leaving the NHS. Furthermore, the D-C, 
and D-C-S models are not concerned with restructuring stressors, they do not address 
management of change issues, i.e., information, and participation in decision-
making, are not supported in longitudinal studies, and the level of analysis is 
ambiguous, which raises methodological problems (Morrison et aI., 2003). An 
alternative theoretical perspective, burnout, explains the effects of restructuring as 
additional demands over and above existing stress and strain. 
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The burnout model (Freudenberger, 1974) has been used to understand how and why 
service industry work environments affect psychological well-being. The model 
proposes that internal, and external stressors bring about stress, the adverse effects of 
which lead to strain, which in the longer term manifests in burnout (Furnham, 1997, 
p337). This is characterized by emotional exhaustion, depersonalization, and reduced 
personal accomplishment. The syndrome may occur in those who work with people 
(Maslach, 1982), such that the individual is unable to carry out the responsibilities of 
their job (Freudenberger, 1974). It is accounted for by intra-personal characteristics, 
such as high dedication, 'demanding' interpersonal relationships, and 'unhealthy' 
organizations (Schaufeli, Maslach, & Marek, 1993). Explanations of the processes 
involved in burnout relate to work stressor-strain regulation problems, and 
professional autonomy (Bussing & Glaser, 2000). 
The burnout model has been used in studies of nurses (e.g., Ceslowitz, 1989), and 
has much to commend it as a theoretical framework for the current study. In 
particular it could explain how the additional stressors likely to be associated with 
restructuring will increase the adverse effects of underlying stress, to the extent that 
the resulting strain leads to a state in which a nurse is no longer capable, or indeed 
wants to continue in the job. Moreover, the model accounts for this in terms of 
individual (e.g., high dedication), and environmental (e.g., unhealthy organizations) 
differences. However, it does not encompass management of change issues, the level 
of analysis is limited to the individual, which has methodological implications as 
described above, and the outcomes are not concerned with the effects of a new 
stressor, but with the effect of chronic stress. 
An alternative psychological approach for assessing the effects of restructuring on 
nurses is the cognitive phenomenological model of stress (Lazarus et aI., 1984). This 
is based on the belief that the coincidence of particular external demands with 
individual susceptibility characteristics influence how situations are cognitively 
appraised i.e., as irrelevant, benign-positive, or stressful. If evaluated as stressful, a 
situation is appraised in terms of challenge (i.e., holds the possibility for mastery or 
gain), harm/loss (i.e., damage already sustained), or threat (i.e., anticipated harms of 
losses). Subsequent appraisal of resources evaluates the extent to which cognitive 
and behavioural efforts can be galvanized to manage internal and external demands 
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in order to adapt to a situation. Adaptation is associated with psychological well-
being, and influences subsequent appraisal of situations. 
The cognitive-phenomenological model of stress has considerable merit to commend 
it as a theoretical framework for the current study. Specifically, the concepts can be 
applied flexibly, and the processes offer an explanation of change over time. 
However, there exists a long-standing disagreement regarding the appropriateness of 
the cognitive, and phenomenological approaches (Hobfoll, 1989; 1998; 2001), which 
Lazarus robustly refutes (2001). Moreover, it is criticized for conceptual ambiguity, 
as reflected in the numerous operational definitions, and the question remains 
whether appraisal serves as a mediator between personality and coping or mood, 
(Bishop, 1999), or between appraisal and distress (Harris, 1991). Limitations in terms 
of the approaches, and individual level of analysis, continue to be addressed, and 
thus account for its durability, and popularity. Furthermore, it has been used in 
studies of nurses (e.g., Lam, Ross, Cass, Quine, & Lazarus, 1999), and a conceptual 
framework has been developed (Shaw & Barrett-Power, 1997) to take account of the 
management of change issues described above, and to explain individual, and work 
group perceptions of, and responses to restructuring. 
Thus this development offered the potential to explain why nurses are leaving the 
NHS. Specifically, it provided an appropriate theoretical focus for the current study 
insofar as it accounted for management of change issues, levels of analysis, and 
outcomes such as job stress, job satisfaction, and intentions to leave. 
1.5 Focal Theory 
The conceptual framework proposed by Shaw & Barrett-Power (1997) for assessing 
organization, work group, and individual effectiveness during and after downsi~ing is 
a development of the cognitive-phenomenological model of stress (Lazarus et aI., 
1984). It represents an attempt to integrate management and psychological 
perspectives in order to explain responses to restructuring, i.e., a major aspect of 
downsizing (Coddington & Moore, 1987). Specifically, the framework adopts the 
concepts of appraisal, coping, and reappraisal as described by Lazarus & Folkman 
(1984). In addition, it develops their concepts of appraisal effectiveness, and coping 
effectiveness such that the former comprises management of change issues i.e., 
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information and participation in decision-making, and the latter specifies how coping 
relates to short- and long-term effectiveness i.e., adaptation, during and after an 
event. This is particularly relevant in terms of the current study insofar as 
effectiveness suggests perceptions of mastery, which are likely to be associated with 
job satisfaction. In contrast, lack of effectiveness, particularly in the longer-term, is 
likely to be associated with dissatisfaction, and exacerbate nurses' decisions to leave 
the NHS and! or nursing. 
Despite the perceived usefulness of the conceptual framework for the purposes of the 
current study, it also represented a considerable challenge to the researcher. Although 
Shaw & Barrett-Power (1997) describe the constructs that make up the concepts of 
appraisal effectiveness, and coping effectiveness, they do not describe the concept of 
appraisal, moreover, no measures had been developed, and the framework had not 
been tested before. In order to justify the conceptual framework as a development of 
the cognitive-phenomenological model, the researcher formulated a working model, 
which augmented the conceptual framework such that it specified appraisal, as well 
as personal, group, and environmental factors known to be relevant. 
1.6 Aims and objectives 
The primary aim of the study is to examine the relative importance of some 
organizational aspects and processes involved in NHS restructuring that may have an 
impact on nurses' levels of stress, and thereby directly increase their intentions to 
leave, or indirectly increase intentions to leave through aspects of job satisfaction. In 
particular, to do this by examining the relative power of the factors described in the 
Shaw & Barrett-Power model (1997) to which individual differences, and group 
factors have been added, in order to explain whether such events alleviate the causes 
of stress, maintain psychological equilibrium, enhance self-efficacy, and minimize 
negative and unintended outcomes. Furthermore, the study is designed to examine 
these at the individual and group levels of analysis. 
The principal objective of the study is to evaluate whether nurses report that 
restructuring directly influences, or indirectly influences (i.e., through aspects of job 
satisfaction) their intention to leave the NHS. The second objective is to assess 
whether nurses professional education, and/or age influence this intention. The third 
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objective is to assess whether differences in the dependent variables are accounted 
for not only by individual differences, but also differences at the work group level. 
The fourth objective is to determine if it is possible to discriminate between 
leadership traits that are associated with perceptions of group success/less success in 
dealing with a restructuring event. The fifth objective is to evaluate the efficacy of 
the Shaw & Barrett-Power conceptual framework, and the working models, and the 
final objective is to make recommendations regarding the retention of nurses affected 
by future NHS organizational change on the basis of the findings. 
1.7 The study 
To set up such a study requires assessment of both individuals, and work groups, as 
restructuring is likely to create stress at and within both organizational levels. 
Therefore, to ascertain if restructuring brings added stress to the individual role, and 
group functioning, two studies were undertaken. 
The first study assesses individual nurses perceptions of restructuring initiatives at 
the time ofNHS Trust mergers (i.e., 1998-1999), information search activities, 
participation in decision-making, coping actions, responses in terms of professional 
stress, intentions to leave, job satisfaction, aspects of job satisfaction, personal 
quality of life, and personal characteristics that may influence these factors either 
directly, or through moderation or mediation processes. Within this study some 
participants have experience of restructuring, hereafter referred to as the affected 
group, and some do not, hereafter referred to as the non-affected group. It was felt 
important to include the two groups in order to make a meaningful evaluation of the 
results. In particular, to attributing any differences in perceptions of stress to the 
process of restructuring. 
The second study assesses individual nurses perceptions of restructuring initiatives at 
the time ofNHS Trust mergers, and the formation ofPCTs (i.e., 2000-2001). In 
addition, information search activities, participation in decision-making, coping 
actions, responses in terms of group stress, intention to leave, job satisfaction, 
aspects of job satisfaction, personal characteristics, and group factors that may 
influence primary and secondary appraisal, as well as leadership traits are evaluated. 
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This study also comprises affected, and non-affected participants who function 
within defined affected and non-affected work groups. 
The design of both studies involved collecting data at two points in time. For the 
affected group this represents a pre/post restructuring measurement. For the non-
affected group a similar time frame is adopted although these participants experience 
no direct restructuring. 
1.8 The significance of the study 
The significance of the study is that it contributes to three areas: theory, 
methodology, and practice. 
In tenns of theory, the literature has been characterized as multi-theoretical 
(Brockner, 1988), and the development of a comprehensive theory of downsizing 
(Kozlowski, Chao, Smith, & Hedlund, 1993), has been criticized as adopting an 
organizational perspective (Shaw et aI., 1997). Moreover, previous attempts to model 
the effects of downsizing have been limited to organizational issues (Cameron, 
Sutton, & Whetten, 1988); and studies of psychological effects have been limited to 
individual outcomes such as unemployment (Liem & Liem, 1988). The current study 
is intended to address both these issues: it has a comprehensive psychological 
framework, into which management of change concepts have been integrated, and 
which acknowledges that the work group may influence individual members. 
The methodological significance of the study is intimately linked to its theoretical 
significance. Firstly, the constructs in the Shaw & Barrett-Power (1997) model are 
operationalized. Secondly, by assessing the percentage of variance at the individual, 
and group level of analysis the results are not only more reliable, but also because 
nurses work in hierarchical organizations, the level of interventions are clarified. 
The study has significant practical implications. Restructuring has been a feature of 
NHS organizational change particularly during the last decade of the twentieth 
century. Such events are associated with a range of economic and political goals, as 
well as the need to change over time, in order to survive. It is therefore likely that 
they will continue in the future. The results of this study will provide evidence of 
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nurses' perceptions of the effect of restructuring events, and the relationship between 
these and responses to them. Moreover, they will indicate how perceptions of certain 
personal characteristics, and group factors influence responses, whether perceptions 
of information, and participation in decision-making ameliorate outcomes, and 
whether perceptions of certain leadership traits are associated with group success 
during such events. Finally, the study will indicate whether such events either 
directly influence nurses' intention to leave, or indirectly influence this through 
aspects of job satisfaction. The results thus have the potential to specify interventions 
at the individual, group, and organizational levels. 
1.9 Thesis outline 
The next chapter reviews a range of literature that is intended to provide a deeper 
understanding of the background to the problem, and the research question. Chapter 
three reviews the relevant management of change, and psychological literature that 
provide the theoretical background to the current study. Chapter four focuses on the 
Shaw & Barrett-Power conceptual framework (1997), and the psychological stress 
theory on which it has been developed (Lazarus et aI., 1984). Specifically, it argues 
that the cognitive-phenomenological model provides a legitimate framework within 
which to consider the stress process, and whether this increases nurses' intentions to 
leave the NBS. The development of this model by Shaw & Barrett-Power, with the 
inclusion of individual difference, and group factors to explain the stress process 
during downsizing, provide the rationale for adopting this framework in the current 
study of restructuring. The chapter concludes with the individual, and group level 
research questions. 
Chapters five to eight provide the design, methodology and results of the two studies. 
Chapter five describes the design, methods used, and preliminary results of the first 
study i.e., individual level. On the basis of the exploratory results, hypothesis tests 
were conducted to evaluate the effect of restructuring on nurses' job stress, intentions 
to leave, and job satisfaction, the efficacy of the Shaw & Barrett-Power and working 
models, and variance at five levels in the organizational hierarchy. The following 
chapter describes the results of these hypothesis tests, which relate to differences 
between affected and non-affected participants, and over time, as well as direct, 
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mediation, and moderation effects, and the multilevel analysis. The chapter 
concludes with some observations on the realities encountered and the ameliorating 
actions taken while conducting the study. 
Chapter seven describes the design, methods, and preliminary results of the second 
study i.e., group level. On the basis of the exploratory results, hypothesis tests were 
conducted to evaluate leadership qualities that differentiate nurses' perceptions that 
their work group will be successfuVless successful in dealing with a restructuring 
event, and variance at four levels in the organizational hierarchy. The chapter 
concludes with some observations on the realities encountered and the ameliorating 
actions taken while conducting the study. The penultimate chapter describes the 
results of these hypothesis tests. 
The final chapter draws some conclusions from the two studies in terms of the aims 
and objectives. In addition to acknowledging the limitations of the studies, it offers 
some recommendations for future study, which include intervention strategies at the 
individual, group, and organizational levels. Such strategies may provide NBS policy 
makers with some practical steps to reduce the numbers of nurses who are currently 
leaving the NHS. 
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Chapter 2 Background to the study 
This chapter describes the background to the problem that is the focus of the study. It 
establishes that nursing is not only intrinsically rewarding, but also that it may exact 
considerable demands on nurses. Relationships between the nursing role, demands 
on it, and reasons for leaving the profession have been the focus of many studies, 
over the past three decades. However, it is the researchers belief that the major 
professional, and organizational changes in the 1990s exacerbated the demands 
thereby increasing nurses' level of stress, and intentions to leave, thus significantly 
contributed to the current NBS nursing shortage. Although professional changes 
have impacted on all UK nurses, organizational changes have been less universal. 
However, these have been caused by similar political goals, and economic 
constraints, and the researcher believes, are having similar consequences to 
downsizing events in other countries. Nurses' perceptions of these events and their 
consequences are reviewed, and bring the chapter to a close. 
2.1 Nursing as a profeSSion 
In the past, nursing has been closely associated with the concept of service. Until the 
mid 19th century service was linked with 'religious' vocation, and subsequently with 
'secular' vocation. The service that nurses gave during the First World War was 
valued and recognised by society. Moreover, it was partly responsible for the 
evolution of nursing into a 'profession' that has been regulated by statute since 1919. 
The Nursing & Midwifery Council (NMC) is the current statutory body; prior to 
2002 the United Kingdom Central Council (UKCC) regulated the two professions. 
The role of the statutory body is to protect the public by ensuring that its members 
maintain professional standards. 
Nursing is not only a rewarding profession, but also demanding. The extent to which 
it offers intrinsic, and/or extrinsic rewards, as well as exacts demands varies between 
individuals, over time, and in different contexts, and may influence nurses' job 
satisfaction, and decision to leave the NBS. 
14 
2.1.1 The 'rewards' of nursing 
There have been very few investigations of the rewards or enrichments of nursing. 
However, the current perspective is based upon the notion of good inherent in the 
practice, and knowledge embedded in the expert practice of nursing (Benner & 
Wrubel, 1989). This extends Benner's earlier thesis that caring is central to human 
expertise, curing, and healing (Benner, 1984). It contrasts with views in which 
nursing is characterized as fulfilling psychological, physiological, or biomedical 
roles (Roper, Logan, & Tierney, 1990). 
'Striving to care' emerged as the central phenomenon in a small qualitative study of 
Canadian hospital nurses (Carnevale, Stelling, & Dumont, 1996). The nurses' 
responses evolved with experience in a process similar to the psychological 
development of women described by Gilligan (1993). Their early career was 
characterized by 'I want to help people' (i.e., self-sacrifice), followed later by 'I can't 
do it all!' (i.e., disenchantment), which sometimes led to the discovery that 'I like to 
work with people' (i.e., relational mutuality). 
An examination of the social representations of a small group of newly qualified 
French nurses using core theory (Abric, 1994), found that these reflected seven core 
elements (Moliner, 2002). Nurses responded to an attribute-challenge questionnaire, 
items for which had been generated in earlier interviews. They were asked 'In your 
opinion, can a woman be considered a good nurse if. .. ' The results revealed that the 
core elements reflected two roles: 'delegated' role, and 'own' role. The former 
comprised elements that drew on tasks more traditionally delegated to the nurse e.g., 
giving medicines, whereas the latter comprised nursing activities that were more 
patient-oriented e.g., considering the patient as a whole person. On the basis of these 
findings it might be assumed that nurses derive rewards from the satisfaction of 
fulfilling these roles i.e., in having a pivotal role in caring for patients, based on their 
own knowledge and skills. 
Naturally, both these studies have limitations. Specifically, the findings are based on 
only a few nurses, one explicitly refers to women, and neither relates to the UK. 
However, they may help to understand the reasons for stress in nurses insofar as this 
is likely to change with experience, and related to difficulties in fulfilling these roles. 
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2.1.2 The 'demands' of nursing 
By its very nature nursing has the potential to make physical, emotional, cognitive, 
and behavioural demands on the individual nurse, and work group. Furthermore, 
nurses' perceptions of stress may adversely affect physical, emotional, cognitive, and 
behavioural responses, which in tum impact on other staff and increase demands on 
them. 
The physical demands of nursing are such that a major review of the health of NHS 
staff (Williams, Mitchie, & Pattani, 1998) found evidence that most nurses 
experience back pain at some time (Leighton & Reilly, 1995; Pheasant & Stubbs, 
1992; Smedley et al., 1997; Smedley et al., 1995), and that this is associated with 
high absenteeism, turnover, ill-health retirement (Smedley et al., 1995; Heap, 1987), 
as well as compensation (Editorial, 2002a). Moreover, the problem increased by 40% 
between 1983 and 1995 (Leighton et al., 1995). Physical health is also negatively 
affected by work-place injuries (Wilburn, 2002), and physical, as well as verbal 
violence in areas such as A & E, and Learning Disabilities (Kiely & Pankhurst, 
1998). Furthermore, sexual harassment is becoming more common and may have 
adverse effects on nurses' physical, and psychological health, as well as on patient 
care (Robbins, Bender, & Finnis, 1997). 
In addition to the direct relationship between work environment and physical health, 
there is increasing evidence of a link between perceptions of stress, and physical 
health (e.g., Cacioppo, 1996). Although psycho-immunologists indicate that 
responses to short-term stressors could be interpreted as normal adaptations to life's 
challenges (e.g., Evans, Hucklebridge, & Clow, 1997), they suggest that more 
definitive research is required to evaluate responses to chronic intense stress, 
especially that involving social and personal relationships. 
In the UK, over 20 contemporaneous reports have shown that between one-quarter 
and one-half of NHS staff report significant personal distress (Weinberg & Creed, 
2000). Cottrell (2001) indicates that there is a substantial body of evidence indicating 
that high levels of stress are endemic throughout the NHS (e.g., Anderson et al., 
1996 cited in Cottrell, 2001) and that many of these stressors may be unique to 
, 
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health care (Payne & Firth-Cozens, 1987). Moreover, self-report levels are high 
among nurses (HSE, 2003). 
The psychological demands of caring for people who are themselves anxious, was 
the focus of an early study of the defense mechanisms that nurses' use against their 
own anxiety (Menzies, 1961). However, not only do patients' evoke a range of 
feelings in nurses, but nurses experience conflicts with other staff, concerns about 
their own status and self-respect, frustrations about learning and teaching, divided 
loyalties, anxieties about the allocation of priorities, and an ever-present sense of 
personal responsibility often in matters of life and death, even though this is 
ultimately not entirely their own. Not only does the nurse develop her own defense 
system, but also the organization serves to reduce anxiety. For example, Menzies 
suggests that task- rather than patient assignment, promotes a shared responsibility, 
and reduces the need for decision-making. The latter is also a shared responsibility, 
because it develops at different levels of the hierarchy. 
More recently, the psychological demands of nursing have been accounted for by 
emotional labour. Defined as 'the act of displaying socially desirable emotions' 
(Ashforth & Humphrey, 1993), it is a feature of' service' interpersonal interactions. 
The seminal work by Hochschild (1983), and studies of employees in many service 
occupations, including nursing (James, 1989) have found that individuals attempt to 
regulate their emotional display in transactions. Regulation is in direct response to 
rules and expectations concerning the 'appropriate' emotions to display (Morris & 
Feldman, 1997, cited in Brotheridge & Lee, 2003). To the extent that emotional 
displays are regulated, and effort is required to display appropriate emotions, 
workers' sense of self, and emotional responses may be adversely affected 
(Brotheridge & Lee, 2003). Their study, based on the conservation of resources 
(COR) theory (Hobfoll, 1989; 1998), found that workers attempt to deal with these 
demands by investing personal and social resources in an encounter in the 
anticipation of recouping this investment during the encounter. However, if there is 
not an adequate return (i.e., in the form of reciprocating the relationship, and a sense 
of authenticity), there is a net loss of resources, and the worker suffers emotional 
exhaustion. 
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In their review of NBS staff health, Williams et aI. (1998) provide evidence that high 
levels of psychological disturbance, ranging from emotional exhaustion to suicide 
(Charlton, 1995) exist in 29-48% of nurses (Wall, Bolden, & Borrill, 1997; Fagin, 
Brown, Bartlett, Leary, & Carson, 1995; Tyler et aI., 1992; Tyler, Carroll, & 
Cunningham, 1991). Moreover, they note that psychological disturbance is 
significantly higher in nurses than equivalent professional groups in the population. 
Furthermore, emotional exhaustion predicts sickness absence (Firth & Britton, 1989), 
and has doubled in community nurses between 1991 and 1995 (Fagin et aI., 1995). 
The effects of the psychological demands of nursing are reported in a large study of 
the mental health of the NBS workforce (Borrill et aI., 1996). The authors concur 
that mental health is substantially poorer than the general population. Moreover, that 
the overall percentage of probable psychiatric illness is 27%; that nurses' mental ill 
health is second only to managers; senior nurses, & staff nurses report poorer mental 
health than junior colleagues, but that there are no gender differences among nurses. 
The behavioural demands associated with nursing are numerous, and vary between 
clinical specialties. Confrontative action against a stressor, a 'fight' response, and 
withdrawal from a threatening event, a 'fright' response, constitute two categories of 
behavioural responses. Such responses are likely to be associated with physical, and 
verbal violence in areas such as A & E, and Learning Disabilities (Kiely et aI., 1998), 
with aggression in psychiatric wards (Mellesdal, 2003), with sexual harassment 
(Robbins et aI., 1997), and particularly with bullying, which affects one in three NHS 
staff (Feinmann, 2001). 
There are many cognitive demands associated with nursing, and again these vary 
with clinical specialty. They relate to beliefs about the harm or threat of an event, and 
about its causes, or controllability. Among such cognitive demands are those relating 
to recent organizational demands for an evidence-based cost effective practice. This 
is tempered by a need to exercise caution about uncritical acceptance (Colyer et aI., 
1999), as well as inherent contradictions and ethical dilemmas (Closs & Cheater, 
1999). There are also conflicts between the nurses' knowledge, and issues of 
autonomy, accountability and institutional policies (Sullivan, 1996). Conversely, the 
experience of stress may affect cognitive responses. For example, reduced 
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concentration, and performance disruptions on cognitive tasks (Cohen, 1980), could 
cause harm to colleagues and/or patients. 
Thus nursing has considerable potential to make physical, emotional, cognitive, and 
behavioural demands on the individual nurse, and work group, which represent 
conflicts with the roles that 'good' nurses fulfill. Furthermore, nurses' perceptions of 
stress may be associated with, or enhance these effects. In some respects it is 
surprising that so many nurses stay, but not surprising that some leave the profession. 
The reasons for 'wastage' have been the subject of many studies, over the past three 
decades. 
2.2 Nurse wastage 
This section of the chapter begins with a short review of the literature relating to 
nurse wastage. It is followed by an overview of the reasons for the current NBS 
nursing shortage. 
2.2.1 Nurse wastage: a short review of the literature 
A review of early papers on wastage or turnover (i.e., a reliable indicator of 
retention; Perryman et aI., 2003) among qualified nurses notes three categories of 
factors: personal, work environment, and external (Redfern, 1978). 
Among the person variables, age emerged as an important factor. Overall loss rate (to 
the NHS) was about 20% in the year 1972-3, but ranged from nearly 50% in the 
under 25s to approximately 5% in the 45-55 age group (Abel, Farmer, Hunter, & 
Shipp, 1976). Younger staff nurses however, were more mobile than older colleagues 
(Mercer & Mould, 1976). Wastage was inversely related to seniority (Briggs, 1972), 
and tenure (Scottish Home & Health Department, 1975); and full-time nurses were 
more mobile (Scottish Home & Health Department, 1975; Mercer et aI., 1976). 
Intention to leave was the most important predictor of wastage (Mercer et aI., 1976). 
With regard to personal factors, Redfern (1978, p241) notes that it may be in the 
organization's interest to employ short-tenured, independent employees with high 
career aspirations. 
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Among significant work environment variables, Redfern (1978, p242) indicates that 
hospital size and job satisfaction were inversely related, such that dissatisfaction 
resulted from communication 'blockages', which were often characteristic of large 
bureaucratic hospitals (Revans, 1964; Wieland, 1969). There was some evidence that 
wastage among mental hea1t~ and learning disability nurses was more likely to be 
permanent, but lower than wastage in general nurses (Scottish Home & Health 
Department, 1975). Nicholson et al (1977) found that satisfaction with certain 
intrinsic aspects of the job emerged as a powerful predictor of intention to leave, but 
that market forces, and family responsibilities might prevent the individual from 
actually leaving. 
There were several external variables associated with wastage at the time of review 
(Redfern, 1978). In particular, an inverse relationship between wastage and the level 
of unemployment (Mercer et aI., 1976), and a direct relationship between wastage 
and distance of work from home, particularly for married women (Huber, 1974). 
Redfern concludes that it was difficult to reach a definite conclusion about the 
incidence of wastage. Moreover, mobility was not excessive, even low, (which could 
reduce the likelihood of innovation), as the result of the economic climate at the 
time, and the consequent reduction in available jobs. Although the optimum level of 
mobility was likely to vary between organizations, it was also important to retain a 
cohesive core of staff. 
A study of organizational climate and occupational stressors as predictors of 
withdrawal behaviours and injuries among 252 Canadian nurses (Hemingway & 
Smith, 1999) was conducted in the light of significant problems relating to these 
outcomes. The study was based on a model proposed by Gray-Toft & Anderson 
(1981), and Rivicki & May's (1989) model a/the occupational stress process in 
nurses. 
As predicted, the climate dimensions of low work pressure, high autonomy, high 
peer cohesion, and high supervisor support were associated with lower levels of 
occupational stressors, and fewer undesirable behavioural outcomes. Furthermore, 
turnover intentions, and injury measures were significantly related to both climate, 
and stressors. Specifically, turnover intentions were predicted by work pressure (i.e., 
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climate), and role conflict (i.e., stressor). However, when stressors were partialled 
out of the climate-behavioural outcome relationship, the resulting relationships were 
not significant. This suggested that stressors mediated the climate-behavioural 
outcome. Moreover, it implied that withdrawal behaviours, and inj uries may be 
reduced by decreasing the incidence of specific stressors, but were not directly 
reduced by creating a more favourable organizational climate. 
The study has at least four limitations. Several instruments have low reliabilities. 
Thus some relationships that are actually present are not statistically detectable 
owing to the unreliability of the predictors. In addition, the study relies exclusively 
on the use of anonymous self-report data thereby introducing common method 
variance. However, more objective methods would not have been appropriate, and 
archival and other reports were not available. Furthermore, cross sectional data alone 
does not allow an explanation of intention to leave, and no assessment of differences 
between contexts are reported. 
A third study assessed how differences in the psychological contracts of 223 NHS 
nurses in London hospitals were associated with intentions to stay or leave (Purvis et 
aI., 2003). The research was based on the assumption that the current retention crisis 
originates from the exchange relationship between nurses and their employer, i.e., the 
NHS. Specifically, that some nurses are not getting what they want and/or what they 
expect from their employment relationship. 
The psychological contract originated in Barnard's (1938) 'Co-operative Systems 
View' of organizational behaviour. This recognized the role of employer-employee 
cooperation as fundamental to business outcomes. Employers need to 'elicit' 
employee's cooperation to be efficient (through providing objective inducements 
and/or 'changing states of mind'), in order to achieve organizational effectiveness. 
Current definitions of the psycho logical contract e. g., Robinson & Rousseau (1994) 
echo Barnard's belief in an exchange process. Rousseau (1995) conceptualized two 
forms of psychological contract transactional and relational. She reported (1990) 
that those perceiving the job as a stepping stone to another demonstrated a more 
transactional, short-term view of their commitment to the organization, whereas a 
longer-term relationship in which loyalty was exchanged for job security (traditional 
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employer-employee relationship) was indicative of a relational contract. 'Make' 
orientated organizations (e.g., the NBS), are more likely to aspire to relational 
contracts with their employees, which presupposes long-term organizational 
investment, rather than 'buy' organizations (Miles & Snow, 1980, cited in Purvis & 
Cropley, 2003). Contemporary UK. evidence shows that it is typical for elements of 
both types of contracts to exist (Millward & Herriot, 1999). For example, by 
introducing performance review transactional elements are introduced into relational 
contracts~ conversely renewal of short-term contracts reflects a relational orientation. 
Moreover, both elements are most likely in younger employees (Brewerton, 2000, 
cited in Purvis & Cropley, 2003), which is consistent with a younger generation of 
independent, self-directed individuals for whom personal identity outweighs 
organizational identity. 
Among their results Purvis & Cropley (2003) found that nurses reported both 
elements of psychological contracts, and that the elements discriminated between 
nurses intentions to leave or stay. Two groups reported predominantly relational 
contracts. The first comprised nurses for whom self-development and achievement 
(i.e., opportunities for learning) were important. For the second group belonging and 
development (i.e., job security, and competence) were important. Nurses in these 
groups were older (i.e., > 35 years), likely to report job, and organizational 
satisfaction, and less likely to report intentions to leave. The other two groups 
reported predominantly transactional contracts. The first, comprised nurses for whom 
competence and collegiality (i.e., support from colleagues) was important. In the 
other group nurses placed emphasis on autonomy and development. Nurses in these 
groups were younger (i.e., < 35 years), less likely to report job, and organizational 
satisfaction. This is not surprising, given that younger nurses are likely to be highly 
independent, self-directed, and educated, but the tangible (i.e., pay, conditions, 
benefits), and intangible rewards (i.e., recognition, and appreciation) are low and not 
related to perfonnance in the NBS. However, nurses who reported a low score on the 
relational sub-scale were more likely to report intentions to leave than those with a 
high score on the transactional sub-scale i.e., these were nurses who perceived 
insufficient rewards to encourage them to stay, in exchange for their efforts. All 
groups reported that stress, and frustration in the NBS made them unhappy. 
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The final study to be considered, surveyed 34,400 NHS staff (all occupations except 
ambulance staff) in London during 2001 (Perryman et aI., 2003). The research 
assessed the quality of working life, and was designed to enable employers to assess 
how their organization compared with the 'test' specified in the Department of 
Health's (i.e., DOH) document 'Working Together' (2001c). In this improved quality 
of working life is associated with an organization that provides: a fair process for 
determining rewards, job satisfaction through empowerment and involvement in 
decision-making, equal opportunities, skills development, positive and sensitive 
management, well-being in terms of job security and working environment. 
Among the results Perryman & Robinson (2003) found that immediate managers 
were held in high regard and had good working relationships with staff. Staff were 
satisfied with their Trust's approach to training, development, equal opportunities, 
fair treatment, but only just vis-a.-vis communication. However, they were neutral 
about the extent to which they felt valued, and involved:were less satisfied with 
managers' approach to performance, and appraisal, and very dissatisfied with pay, 
i.e., they were not rewarded fairly. The authors note that the better the 
communication system, the more visible the Trust's commitment to individual 
training, development, and implementation of performance and appraisal systems, 
the more staff felt valued and involved. Feeling valued and involved was associated 
with less dissatisfaction with low pay, more commitment to the Trust, and 
perceptions of a culture of equal opportunities, and fair treatment i.e., free from 
bullying, and harassment. However, the pivotal finding was that staff who reported a 
good relationship with the line manager i.e., slhe was sensitive to their personal, and 
professional situation and needs, were more likely to feel valued and involved, and 
this was a key element injob satisfaction. Moreover, feeling valued and involved 
was associated with the expectation of not leaving within the next year. 
There are at least three limitations to the last two studies. Specifically, the cross 
sectional investigation mitigates against an explanation of intentions to leave, this 
requires a longitudinal study; self-report data introduce common method variance, 
and differences between contexts, or occupational groups (in the final study) have 
not been accounted for. 
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The review and results of the three studies considered above indicate the variety and 
complexity of factors predicting nurses' intention to leave. No specific conclusions 
can be drawn. However, it is clear that the historical and organizational context in 
which nurses operate affects their intention to leave, as do the personal and 
professional expectations that nurses have of themselves, and their employers. These 
issues converge in the 1990s and are reflected in the current situation. 
2.2.2 Nurse wastage: the current situation 
The current situation is succinctly analyzed in an article published by researchers at 
the King's Fund i.e., an independent charitable organization (Finlayson, Dixon, 
Meadows, & Blair, 2002). The authors state that the success of the UK governments 
mission to modernize the NHS depends not only on boosting the numbers of staff, 
but also on whether they can be motivated to 'go the extra mile'. However, they 
indicate that the NHS is struggling to recruit, and retain nurses at a time of high 
turnover, and low morale. 
The number of nurses registered with the UKCC peaked in 1997 at nearly 650,000, 
but fell to just over 630,000 in 2001 (UKCC, 2001). Finlayson et al (2002, p538) 
indicate that this figure masks three trends. Although overall registrations increased 
by a third between 1990 and 2000 the number of registered nurses trained in the UK 
had declined by a third. The decline was steepest in the early 1990s, made a modest 
recovery since 1995, and is explained partly by the decrease, then increase in student 
nurse training places at the same time periods. The second trend is a steady rise in the 
number of qualified overseas nurses who have registered. The third trend is that since 
1997, the number of leavers has outstripped the number of entrants (UKCC, 2000, 
cited in Finlayson et aI, 2002). This is partly due to a larger number of nurses than 
normal retiring, others have not maintained their practice so have been removed from 
the register, and some overseas nurses have allowed their registration to lapse. It is 
also partly due to the ageing nurse population. Nearly half ofNHS nurses are over 
the age of 40, and the number of retirements is projected to rise from 5,500 per 
annum in the late 1990s, to 10,000 in 2005 (Meadows, Levenson, & Baeza, 2000, 
cited in Finlayson et al 2002). 
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According to Finlayson et al (2002, p539) the reasons for problems with retaining 
NBS nurses can be grouped under four headings: pay and the cost of living 
(Meadows et aI., 2000), the changing nature of the job (Smith & Seccombe, 1998), 
perceptions of being valued (Perryman et aI., 2003), and other employment 
opportunities (Smith et aI., 1998). Furthermore, Finlayson et al (2002) indicate that 
nurses leave the NBS for career breaks, maternity leave, education, non-nursing 
work, and travel. 
Evidence suggests that difficulties with retention have profound effects for Trusts in 
certain cities. Turnover rates of>25% are likely to be in inner London, Birmingham, 
and Solihull, in general, and teaching hospitals (Finlayson et aI., 2002). These high 
turnover rates are found particularly among lower grade nurses, and attributed to 
high living and accommodation costs, difficulties traveling, as well as in hospitals 
where nurses start a career, and thus would usually involve younger staff. However, 
high turnover has a knock-on effect on staff morale (Meadows et aI., 2000~ 
Finlayson, 2002), organizational finances (Audit Commission, 1997), and perhaps 
patient care (RCN, 1998; DOH, 2000d). 
The current nursing shortage is thus associated with professional, and organizational 
factors, as well as context. In addition to the specific type and context of the 
organization, and early stage of career that are associated with increased turnover, 
there have been organizational changes. The NHS has been subject to major 
reorganization, and nurses subject to considerable professional change. These 
changes are highly likely to have exacerbated the demands on nurses, as well as their 
expectations of the organization to provide appropriate resources, and rewards. The 
researcher believes that it is an imbalance between these demands and resources that 
lead to dissatisfaction, which influences intention to leave. Moreover, they add to the 
difficulty that the government has in modernizing the NBS, and motivating staff to 
'go the extra mile'. 
The next section of the chapter provides an overview of the professional changes that 
nurses' were subject to during the 1990s. 
25 
2.3 Professional changes in the 1990s 
The 1990s were associated with major changes in the initial preparation, and 
continuing education of nurses in the UK. The effect of these changes has been not 
only to raise the standard of education and ability to fulfill the role, and possibly to 
raise expectations of their' own' role, but it has also affected NHS staffing levels. 
2.3.1 Professional registration, and maintenance of the register 
Major changes in nurse education were due in part to the integration of nurse 
education into higher education (HE) establishments (DOH, 1989). This brought 
about changes to the funding and delivery of nurse education, and the introduction of 
contracting that subsumed previous relationships. Prior to 1989, the method of 
funding had been complex, and unique to the health service, but distributed by the 
DOH. After this time, resources were given initially to Regional Health Authorities 
to purchase education on behalf of organizations that employed nurses. In 1998 
education consortia were established and assumed responsibility for commissioning 
and contracting healthcare education. Moule (1999) indicates the need to improve 
collaboration between purchasers (i.e., local consortia) and providers (i.e., 
universities) in order to develop a curriculum that equips nurses for current practice. 
Throughout the process of implementation there was no clear government statement 
about whether integration into HE was wanted or intended. Moreover, it was unclear 
why it happened at this time - whether it was planned, an accidental outcome of the 
internal market, or a historical inevitability (Burke, 2003). At the same time 
significant changes in the initial, and continuing education of nurses took place. 
The Project 2000 course (UKCC, 1986) was designed to prepare nurses for clinical 
practice in hospital and community settings appropriate to healthcare at the 
beginning of the 21 st century. Rather than training as a nurse in a local hospital 
school of nursing, a student nurse completed a diploma level course in a higher 
education establishment (Brown & Edelmann, 2000). Introduced in 1989, the first 
qualified diploma nurses emerged from these courses in 1992. A review of the 
findings of nine studies into the reforms in nurse education, indicated that inadequate 
initial preparation and the pressure of service demands, intensified by low staffing 
levels, had undermined some qualified nurses abilities to offer students satisfactory 
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supervision, although others had developed effective coping strategies to fulfil this 
role (Elkan & Robinson, 1995, cited in Brown & Edelmann, 2000). Nevertheless, 
there was also evidence of the effectiveness of the course in preparing nurses for 
practice (McCleod Clark, Maben, & Jones, 1997, cited in Brown & Edelmann, 
2000), and of support and supervision (Twinn & Davies, 1996, cited in Brown & 
Edelmann, 2000). 
Since the mid 1990' s nurses who wished to continue practising have been required to 
demonstrate maintenance of professional competence by the UKCC and currently the 
NMC. In particular, to undertake regular study i.e., PREP (Post Registration and 
Practice) (UKCC, 1997). However uncertainty about defining' competence' , 
(Bradshaw, 1997) coupled with a need to do so for the safety of nurses and patients, 
has been a major concern (Bradshaw, 1998). Linked with this, employers have been 
increasingly looking for learner-centred, cost-effective, flexible training to educate 
staff quickly and efficiently, but which also takes into account the diverse needs of 
nurses (Ayer & Smith, 1998). The UKCC introduced 'Clinical Supervision' (UKCC, 
1996) to facilitate the process, but this has relied on the individual to organise (in or 
outside work hours), or been imposed by managers. Moreover, debate has centred 
round the training required for clinical supervision (Cutc1iffe & Proctor, 1998), and 
its effectiveness (Mahood, McFadden, Colgan, & Gadd, 1998). 
The Clinical Supervision Evaluation Project (CSEP) (Butterworth et aI., 1997), a 
major study of 586 nurse respondents, was located in 23 centres in England and 
Scotland. Overall the researchers found an overwhelmingly positive response to 
clinical supervision from nurses and supervisors. Participants perceived that they 
received support and gained an increased awareness, through reflecting on their own 
stance as well as that of their colleagues in relation to the care provided. Nurses 
welcomed 'the structured opportunity to talk meaningfully to a trusted colleague 
about their circumstance at work' (White, 1998). However, the CSEP has been 
criticized for a lack of supporting quantitative data, to the extent that the 
phenomenon of clinical supervision could not be measured or quantified in its own 
right (Winstanley, 2003). The latter author subsequently developed and validated a 
quantitative instrument for so doing. The results of this study add significantly to 
those found in the CSEP. Specifically, nurses' report improved care and skills, and 
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increased job satisfaction as a result of effective clinical supervision. Group 
supervision is more effective than one-to-one sessions. Sessions away from the 
workplace, at least once a month, and longer (60 minutes) are perceived as better. 
This indicates that effective clinical supervision can contribute to an improvement in 
skills, encouragement of reflective practice and an increase in job satisfaction. 
A Swedish qualitative study complemented the findings above by reporting that 
group clinical supervision among psychiatric nurses was associated with a feeling of 
job satisfaction, gaining knowledge and competence, gaining a sense of security in 
nursing situations~ and a feeling of personal development (Arvidsson, Lofgren, & 
Fridlund, 2000). Nurses felt increased joy and pride in their enhanced nurse 
perspective and there was a strong feeling of fellowship. Where stress and conflict 
had prevented the nurses from delivering first-class interventions, receiving 
confirmation had helped to eradicate self-doubt whilst also providing them with 
strength and energy to carry on. 
Reasons for the integration of nurse education into HE are unclear, and the changes 
associated with initial, and continuing education of nurses not without difficulty. For 
qualified nurses they entailed not only the supervision of student nurses, and HCAs 
(i.e., Health Care Assistants; unqualified nurses) but also the necessity to continue 
their own education in order to practice. Both may encroach on the time available at 
work and/or at home, and thus raise the pressure to fulfill existing roles in and out of 
work. Conversely, the experience of support, for example through clinical 
supervision may enable nurses to cope better. 
2.3.2 Effects of professional changes for NHS nurses 
A 6% fall in the total number of directly employed NHS staffbetween 1981 and 
1998 was as a result of the changes to nurse education. Between these dates the 
number of nurses, midwives, and health visitors employed in the NHS declined from 
457,000 to 407,000, rising to 414,000 in 1999. In contrast, the number of medical 
and dental staff grew by around 46% over the same period (DOH, 2000a). 
Despite a reversal of the sharp decline in students during the early 1990s, and 
government-supported initiatives to recruit, retain and bring nurses back to work, 
there remains a serious nurse shortage in the NHS. Vacancies, which continue to rise 
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(DOH, 2001 b), cost the NHS almost £81 Ob per annum to provide temporary cover 
(Audit Commission, 2001), and training deficits of the previous decade continue to 
impact (Ball & Stock, 2000, p12). There is however, evidence of an increase in the 
number of 'other direct care staff, in the NHS. This includes HCAs from 112,000 in 
1995, to 130,00 in 1999 (DOH, 2001d), which may have masked the effect of fewer 
qualified nurses. 
2.3.3 Employment opportunities for UK nurses 
Employment opportunities in other sectors continue to attract nurses and would-be 
nurses. Most significant are the nursing/residential homes and independent acute 
hospitals. In England the whole time equivalent (wte) registered nurses employed in 
nursing homes more than trebled between 1985 and 1995 when it reached 42,428. 
Over the same ten-year period the number of registered nurses employed in 
independent hospitals and clinics grew by more than 200/0, from 6,660 to 8,037 (wte). 
Since 1995 employment in these two sectors has risen further. The latest data relate 
to 1997 and show 136,650 (wte) nursing staff employed in private hospitals, home 
and clinics. Of these, 51,230 (37%) were registered nurses (Ball & Stock, 2000, p28). 
In contrast, NBS career prospects have been constrained (Ball & Stock, 2000, p76). 
Although there are opportunities for career development such as nurse consultants, 
these are few in number (Editorial, 2001 b). There are also opportunities to specialise 
and undertake roles currently performed by doctors (UKCC, 1992) such as 
prescribing (Bennett, Kelaher, & Ross, 1994; Caplan & Jones, 1975). In some 
instances however these expanded roles are perceived as being economically driven 
and transferring routine medical work to nurses (Allen, Haririfar, Cohen, & 
Henderson, 2000). Moreover, evidence of 'grade compression' is found when the 
distribution of nurses in clinical grades D (lowest) to I (highest) in 1990 and 2000 are 
compared. Although D and E grades represented 60% of the clinically graded 
workforce at the beginning and end of the decade, the use of F grade has increased 
markedly as G grades have been drastically reduced and I grades have given way to 
lower grades. Furthermore, half of all respondents in the RCN survey were at the top 
of the pay scale in 1999. Although the 1999 and 2000 NHS pay awards increased 
starting salaries and earnings prospects of newl y registered and experienced . stan" 
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nurses, and some pay scales have been enlarged, in the longer term this is likely to 
have a limited effect (Ball & Stoc~ 2000, p66). 
2.3.4 Conclusion 
During the 1990s significant changes in the initial and continuing education of nurses 
were associated with the integration of their education into HE. Concurrently, and as 
a direct result, the number of nurses trained in the NHS decreased. In addition, there 
are perceptions of limited opportunities for career development, and progression, and 
despite financial enhancements, pay is perceived as deeply unsatisfactory. Roles 
have been expanded, and also include the supervision of students and HCAs to a 
greater degree. It is likely that perceptions of this imbalance may have affected job 
satisfaction, and/or intention to leave. However, there were other demands on NHS 
nurses during this period, specifically, management restructuring, and organizational 
changes. The next section of the chapter will provide a brief history of the NHS, and 
outline the economic reasons for, and details of these organizational changes. 
2.4 TheNHS 
The NHS fonns, in most people's eyes, the most important service of all those 
provided by the government. The ideal of a 'free' health service providing high 
standards of care to all people as a right still commends almost universal respect and 
admiration. Yet the complexity of financing and providing adequate health care is 
quite staggering (Moore, 1998 p126). 
2.4.1 A brief history of the NHS 
The aim of the 'welfare' state was to eliminate the five evil giants of want, disease, 
ignorance, squalor, and idleness (Beveridge, 1942, cited in Ackers & Abbot, 1996). 
The NHS came into existence in 1948, to eliminate disease, and like education, and 
the provision of council housing was to be paid for through taxation, and national 
insurance contributions derived from full employment. It was set up on the principle 
of comprehensiveness i.e., to meet the needs of everyone. Specifically, access was 
based on need, service was (almost) free at the point of delivery, and everyone in a 
similar state of health was to receive equal treatment, with the intention of improving 
the physical and mental health of the whole population. The legislation provided the 
30 
framework for state provision, and until the early 1970s was supported by political 
consensus. In particular, there was bipartisan support for a mixture of private and 
public ownership of industry and services, as well as foreign and social policies 
(Webster, 1999). 
Breakdown in political consensus during the 1970s occurred because of decreasing 
economic investment, and export orders, rising unemployment, inflation, and public 
spending - especially in the NHS, and the concept of free enterprise instead of state 
control and intervention. The political change in 1979 represented a decisive break 
with post war traditions. Specifically, this meant a reduction of state involvement and 
the introduction of free enterprise in the funding of the NHS (Webster, 1998). 
The New NHS (DOH, 1997) unveiled the plans of the current administration, not 
only to resource the NHS, but also to increase its efficiency. Thus the decade of 
interest in this study has been a period of massive economic and organizational 
change in the NHS. 
2.4.2 NHS resourcing 
Public health expenditure in the UK during the 1990s was one of the lowest among 
developed countries: about 5.9% of GDP (i.e., Gross Domestic Product) in 2000 
(OHE [Office of Health Economics], 2002, Table 2.9). This contrasts sharply with 
the 1960s when the UK devoted considerably more resources to public health than 
many other OECD (Organization for Economic Cooperation and Development) 
countries (OHE, 2002, Fig. 2.13). UK health expenditure grew less relative to GDP 
than in other OECD and ED (i.e., European Union) countries in the 1970s and 1980s, 
but the trend has reversed in recent years in line with current social policy changes, 
to the point where in 2000 it was 4% above the EU average (ORE, 2002, Table 
2.10). The NHS accounted for 17.3% of the total UK public spending in 200011, its 
highest proportion ever, and second only to Social Security's 34.5% (ORE, 2002, 
pI9). HoweverNHS costs since 1985/6 show an increase of3.60/0 annually, whereas 
public expenditure has averaged an annual growth rate of only 1.4% during the same 
period (OHE, 2002, pI9). In other words, although there has been recent major 
investment, the NHS is still catching up from being financially under-resourced. 
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The structure and organization of the NHS evolved during its first three decades, but 
more recently there has been major management restructuring and reorganization, to 
increase cost effectiveness, and efficiency. Events that have taken place during the 
decade of interest in this study have had a considerable impact on hospital and 
community nurses. 
2.4.3 NHS reorganizations in the 1990s 
The NHS is the largest employer in Europe, and since its inception has been subject 
to reorganization (Webster, 1998), culminating in management restructuring, and 
reorganization as the result of the NBS and Community Care Act (1990). This 
instituted major change insofar as NHS hospitals and community healthcare 
providers became NHS Trusts, i.e., self-governing, publicly owned bodies 
accountable to the NHS Executive. NHS Trusts were formed between 1991 and 
1994. However, it soon became obvious that although there was a formal approval 
process, the original grouping of hospitals into Trusts was not satisfactory, and 
somewhat disorganized (Crail, 1999 cited in McClenahan, 1999). Trust mergers, 
which began in 1998 were between acute Trusts, acute, and community, or mental 
health Trusts, and between community and mental health Trusts. These larger Trusts 
serve populations> 1 00,000, offer medical education, have high patient turnover, and 
employ large numbers of consultants. Through Trust mergers, the government hoped 
to realise reduced management costs, improved quality of service, and improved 
ability to deliver strategic service change through bringing different 'factions' 
together under one organizational and management umbrella (McClenahan, 1999, 
p94). 
Amongst other proposals 'The New NHS' (DOH, 1997) introduced changes in the 
management structure and organization of community care in the form of Primary 
Care Groups (PCGs), i. e., the amalgamation of General Practitioner (GP) practices 
into groups. These retained the local purchasing power of GP fund holding, but 
aimed to reduce inequalities, and the entrepreneurial approach between practices. 
The subsequent change from PCGs to Primary Care Trusts (PCTs~ i.e., the merger of 
community Trusts and PCGs) was associated with a decentralization of purchasing 
power from Health Authorities, to PCTs. Although local participation in health care 
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provision is politically expedient, national targets, and policies continue to dominate 
PCT's work (Harrison, 2003). 
A feature of these mergers however was a lack of clarity with regard to the way to 
achieve political aims within economic constraints (Harrison, 2003). This was 
evidenced by the conclusion of the King's Fund, that if Trust mergers were going to 
succeed the Government should consider: clarifying the real reasons underpinning 
the political thrust for merger, and tailoring the general argument to particular 
mergers; resourcing adequate organisational development support for the 
organisations and individuals most involved in mergers; and matching actions more 
closely to intentions to reduce cynicism among key staff groups whose support will 
be crucial in realising the intended benefits (McClenahan, 1999, p97). 
The economic benefits of mergers have been modest at best (Goddard & Ferguson, 
1996 cited in McClenahan, 1999), in addition there were indications that short-term 
organizational performance may suffer, and that there could be severe impacts on the 
mental and physical health of staff (McClenahan, Howard, & Macknight, 1999, cited 
in McClenahan, 1999). Evidence suggested that economic savings are usually 
outweighed in reality by a combination of the unanticipated direct costs of 
supporting the merger process, and the unmeasured, but often substantial loss of 
Inorale, and productivity for several years resulting from disrupted relationships and 
communication patterns, and increased stress from fear of job loss, forced change of 
location or role reassignment. This latter loss has been found even in the most 
successful of mergers (Crail, 1999, cited in McClenahan, 1999). 
Overall, these organizational changes appear to have lacked predictability, control, 
and certainty in terms of organizational and economic goals, and professional 
benefits for nurses. However, during the decade of interest in this study, not only 
have some NBS nurses been affected by major organizational change, but also all 
UK nurses have experienced other demands. These relate to population increases, 
number of patients, in-patient acuity, community care, and technology, as well as 
expectations of nurses, and patient. These helped to change the nature of nursing in 
the 1990s. 
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2.5 Nursing in the 1990s 
During the final decade of the 20th century the NHS was subject to unprecedented 
demands, and expectations. An increase in the population was associated with a 
demand for significant increases in healthcare provision, particularly for the elderly. 
Expectations of efficient, first class provision, in the wake of rising costs 
underpinned the organizational changes during this period. Such demands and 
expectations however, were not limited to the NHS; similar challenges were faced 
throughout western society. The response was to 'downsize'. 
2.5.1 Demands and expectations in the NHS in the 1990s 
Between 1981 and 2000 the UK population increased by 60/0 from 56 to nearly 60 
million, the number of older people rose (Office of National Statistics, 2001), and 
there is an expectation that this will continue (ORE, 2002, Table 1.1), whereas the 
15-64 age group will remain static (ORE, 2002, Figs. 1.1, & 1.2). Healthcare 
expenditure increases steeply for persons over the age of 65 (DOH, 2000b) and is 
dependent on funds derived from the general workforce. People >75 years accounted 
for only 7% of the population but used a quarter of the NHS budget in the financial 
year 1999/2000 (ORE, 2002, pI7). As the number of elderly people increase, 
financial demands are likely to rise, but be circumscribed by the available budget. 
Thus it was imperative to find ways of reducing the cost of healthcare. One option 
was to close old hospitals, and care to people in their own homes. 
A long-standing demand on NHS resources has been the provision and maintenance 
of buildings. Failure to maintain an adequate level of expenditure meant that not only 
were no new hospitals built between 1948 and 1962, but also existing ones fell into a 
state of disrepair (Webster, 1998, p35). Despite a national building effort capital 
resources were not identified to upgrade large Victorian institutions housing long 
term mentally ill and learning-disabled people, many of which had suffered damage 
during the war. Although some new hospitals were built (one third of the 250 
proposed in 1962 were built by 1979), the 1980-1990s period was characterized by 
the closure of many large, Victorian institutions as clients moved into the 
community. Furthermore, community hospitals, with beds for elderly people also 
closed, and fewer places were available in NHS nursing/residential homes (DOH, 
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2000f). The result was a decrease of207,000 beds between 1980 and 2000/1 (ORE, 
2002, p23). As expected this included a reduction in the number of beds for people 
with mental illness by 66,000 (i.e., 40% of those available in 1980), learning 
disability by 49,000 (i.e., 160/0 of 1980), and elderly by 34,000 (i.e., 520/0 of 1980) 
(OHE, 2002, Table 3.13). More recently there has been an increase in capital 
expenditure, and new hospitals built with private fmance initiatives (PFI) that reduce 
the burden of cost on the government (Monbiot, 2001). 
However during the same period there has been a significant increase in the number 
of in-patients for all specialties, a decline in the duration of in-patient' stays' (DOH, 
2000c), as well as a rise in community care. A shift towards non in-patient activity is 
evidenced by a 20% increase in the number of out-patients (40% in the general 
sector), and a four-fold increase in the number of day cases, between 1981 and 
1997/8 (DOH, 2000e). Increases in specialist services abound. For example, current 
government policy aims to ensure that people with mental illnesses have access to 
the full range of services they need as locally as possible and with support from 
community-based teams. As a result of this, the number of patients who have contact 
with community psychiatric nursing has increased by over 40 per cent since the early 
1990s (DOH, 2000e), and similar increases in services have been accessed by people 
with learning disabilities (Editorial, 2002b). In addition, following the integration of 
mental health and social care services, newly formed teams of psychiatric nurses and 
social workers have administered mental health services, but not without some 
difficulty (Peck, Gulliver, & Towell, 2002; Lankshear, 2003). 
There is no evidence that increased use of technology has reduced the NHS nurse 
workforce, as in other industries, but it has allowed medical staff to 'do better', and 
thus they have been at the forefront of demands for it (McClenahan, 2003). However 
for nurses there have been a number of concerns. These relate to conflicts between 
nurses' desire to preserve patients 'humanity' (Buus, 1999) in the light of production 
line demands for treatment (Bevan, 1998), and as noted earlier, organizational 
demands for an evidence-based cost effective practice, but a need to exercise caution 
about uncritical acceptance (Colyer et aI., 1999), as well as inherent contradictions 
and ethical dilemmas (Closs et al., 1999). 
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The potential for increased expectations however, may be associated with the 
experience of disappointment, or disillusionment. For example, nurses may perceive 
their professional education as conferring added status, but this conflicts with the 
availability ofNHS career prospects, and/or perceptions of pay. Patients also have 
expectations. They want better care (DOH, 2001a). In particular they want nurses to 
focus on the fundamentals of care - hygiene, nutrition, continence, privacy, and 
dignity. They want more staff, so that nurses have more time to listen, and to care. 
They want strong nursing leadership - setting standards, and putting things right 
quickly when they go wrong. They want to see nurses ease their pathway through the 
healthcare system, and for them to adopt the ten 'key roles'. They want to be cared 
for in a clean and pleasant environment, and nurses to have authority and control of 
environmental standards. Such expectations are highly likely to be associated with 
additional demands, and raise the pressure on nurses to fulfil them. 
This brief review gives some indication of the major changes that have taken place 
during the 1990s, and the potential that these have had for increased demands on 
NHS nurses. The US, and Canadian healthcare systems like the NHS, also 
experienced major organizational change during the 1990s. However, unlike the UK 
this has been labelled 'downsizing'. In the remainder of this chapter the concept of 
healthcare downsizing will be explored. Specifically, the chapter outlines similarities 
between events in North America, and the UK, and nurses' responses to them. 
2.5.2 Downsizing healthcare systems in the 1990s 
The North American healthcare systems expanded their capacity beyond reasonable 
demand during the 1980's (Coddington et aI., 1987). Furthermore, a major change in 
funding in the US system forced every hospital to re-evaluate its role, making it 
necessary for them to acquire new skills and overhaul their entire operations. There 
were political, and economic pressures on administrators in both systems to decrease 
costs, increase productivity and efficiency, and maintain or improve the quality of 
patient care (Doyle-Driedger, 1997). By the mid 1990's mergers were an initiative 
many North American hospitals had taken or planned to take in an effort to further 
reduce costs, increase efficiency, and expand their range of services. Alliances and 
mergers, with their emphasis on outpatient services and reduced patient 'stays', 
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decreased the number of hospital beds available, with a corresponding impact on 
staffing (Schaefer & Moos, 1996; Dialogue, 1996). In effect, they were downsizing. 
Healthcare downsizing processes fall into four categories; more than one of these is 
usually involved in an event (Coddington & Moore, 1987). First, staff reductions that 
impact on all levels of the organization (rather than just one department or service as 
in staff reduction generally), which are usually accompanied by organizational 
restructuring (e.g., combining departments), reduction in capacity (e.g., closing beds) 
and tend to be permanent. Second, organizational restructuring, usually consisting of 
departmental consolidation or elimination, which is permanent. Third, plant capacity 
reductions in beds or operating rooms, such as closing a wing or floor, and the sale of 
excess equipment and supplies. Finally the conversion of use of facilities such as 
operating rooms to out-patient department, acute care beds into a skilled nursing unit, 
and the sale of excess equipment. 
Evidence outlined earlier indicates that the NHS has been subject to similar pressures 
and events as the North American healthcare systems, during the 1990s. Specifically, 
pressures to reduce costs, increase efficiency, and services, to meet the needs of an 
increasing population, and these have been associated with restructuring, a reduction 
in nurses, hospital, and bed closures. However, in terms of reducing costs by staff 
reductions the North American situation differs in one significant respect: large 
numbers of nurses were laid-off, whereas in the NBS recruitment was curtailed, and 
retention has declined. Nevertheless, the result is similar: there is a nursing staff 
shortage (Goodin, 2003), and the impact on those remaining is likely to be similar. 
Nurses are exposed to increased organizational, and patient expectations that are 
likely to increase demands on their role, which in tum may decrease job satisfaction, 
and increase intention to leave the NHS and! or nursing. 
In the next section of this chapter, nurses' perceptions of downsizing events are 
outlined. 
2.5.3 Nurses perceptions of downsizing in the 1990s 
Major studies conducted in Canada (Greenglass & Burke, 1997; Spence Laschinger, 
Sabiston, Finegan, & Shamian, 2001; Blythe, Baumann, & Giovannetti, 2001), and 
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the US (Shindul-Rothschild et al 1997), illustrate how downsizing has impacted on 
nurses. In the few years prior to their study Greenglass & Burke (1997) reported that 
3,700 full time nurses had lost their jobs (Davidson, 1994, cited in Greenglass & 
Burke, 1997) and another 15,000 were at risk (Doyle-Driedger, 1997, cited in 
Greenglass & Burke, 1997). In their study questionnaires were sent to 3,892 nurses 
working in general hospitals, randomly selected from 45,000 members of the Ontario 
Nurses Association. Data were collected from a sample of 1362 (35% response rate) 
in 1996 and 744 (19% response rate) in 1999. Their findings indicated that nurses 
reported considerable downsizing, with a mean of9.57 restructuring initiatives 
(maximum 16); most reported budget cuts and stafflay-offs (940/0), beds closures 
(91 %), bumping (i.e., appointing less qualified nurses to higher grade posts; 880/0), 
and many reported early retirement incentives (84%). 
Redeployment and job change has had a particularly dramatic impact on the working 
conditions and practices of nurses (Baumann et aI., 2001). The authors administered 
a questionnaire to all nurses (3,408; 51% response rate; n 1,662) in two large 
teaching hospitals in Ontario that had been restructured. The findings indicated that 
different types of redeployment and job change occurred. Sometimes redeployment 
was associated with 'bumping'. Job change was reported by half of the nurses, and 
of these over half indicated that they had had more than one job change in the past 
four years; younger nurses indicated more job changes (Baumann et al 2001). Most 
nurses moved to a new unit (42%); some moved to a new hospital (30%), or stayed 
on the same unit but in a new role (28%). 
Results of the American Journal of Nursing Patient Care Survey conducted in March 
1996 from a nationwide convenience sample of 7,560 nurses offer a useful snapshot 
of nurses' perceptions of the healthcare system during the previous year (Shindul-
Rothschild, et aI., 1997). In particular the structure of services provided, the process, 
and outcomes of nursing care. Main changes to the system's infrastructure were 
construction or renovation (660/0), and establishing/acquiring community-based 
services (43%). More than half (560/0) reported that their healthcare organization had 
closed beds or units within the past year, while 51 % reported it had added services, 
however, there were major regional differences. 
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A process of considerable downsizing of nurses had accompanied these structural 
changes (Shindul-Rothschild, et aI., 1997). A reduction of90 nurses per 100,000 
population was lost in the country, but again there were considerable regional 
variations. Significantly more nurses in the least nurse-populated region reported 
substitution of part-time for full-time work (56%), and ofUAPs (i.e., Unlicensed 
Assistive Personnel) for nurses (50%) than nurses in other regions. However 
home/community and long-term care organizations were significantly less likely to 
reduce nurses or substitute temporary nurses and UAPs for full-time nurses. Long-
term employment forecasts predicted that by 2005 the percentage of nurses employed 
in hospitals would decrease to 57% from 64%, while the percentage of nurses in 
home care would rise to 11 % and in nursing homes to 8%. Thus hospital nurses in 
particular were anxious that job prospects were diminishing throughout the country. 
There is some evidence of the effects of downsizing on nurses' work groups. Blythe 
et al (2001) cite two examples. In a study of 12 Ontario hospitals, there was evidence 
of the disruptive effects of 'the massive rounds of downsizing' on age mix and skill 
levels of nursing teams (Richard Ivey School of Business, 1997). Other studies 
indicated that bumping disrupted the tacit agreements and collaborative patterns in 
stable work teams (Brawn, 1992; Lyall, 1991). 
Nurses' experience of downsizing in terms of chaos, and loss was portrayed in a 
qualitative study (Ki1chenstein & Lee, 1999). The authors found that within a 
restructuring environment, archetypes acted as guides as nurses worked to bring 
order to the chaos with which they were confronted. With an active Destroyer 
archetype, forcing the letting go of old ways and comfort levels, nurses were 
challenged with recreating nursing as caring within an environment in which they 
felt orphaned. The prevalent themes of loss included the loss of peers, shared values, 
time with patients, the loss of stability, identity, and most profoundly, the loss of 
meaning in nursing. The experiences, interpreted through the eyes of archetypes, 
expressed universal themes such as betrayal, living in-between, transformation and 
the struggle to fulfil the calling to care. The emergent substantive theory in another 
qualitative study involving nurses, administrators, and patients was . struggling to 
find a balance' (Turkel, 1998). This referred to sustaining the caring ideal while 
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facing a new reality controlled by costs~ the challenge for nurses was to do this 
ethically (McDaniel~ 1992). 
NHS nurses have reported some similar findings as the result of recent organizational 
change (Taylor~ White~ & Muncer, 1999). The situation was characterized as an 
imbalance between demands and resources, with too many patients, not enough beds 
(for patients being cared for), insufficient equipment, insufficiently trained staff, or 
insufficient staff. Inadequacies of organizational systems and forces beyond their 
control brought about this imbalance e.g., actions of managers and medical staff. 
Another aspect of nurses' experiences was constant interruptions, especially the 
telephone and a noisy cluttered environment. 
Nurses' responses to the demands associated with downsizing have been the focus of 
many North American studies, and reports. The findings suggest that levels of 
organizational change (i.e., stressors) influence nurse outcomes (i.e., strain), but that 
socio-demographic, professional, and personality characteristics, coping skills, and 
social support affect the stressor-strain relationship. There is also evidence that 
information, and participation in decisions about an event influence outcomes, and 
that such events affect the functioning of nurses' work groups. A review of the 
literature will necessarily be limited. 
2.5.4 Factors that influence nurses responses to downsizing 
Nurses who feel valued and involved are likely to report more job satisfaction, and 
less likelihood of leaving than those who do not (perryman et aI., 2003). In this 
respect, these authors noted significant benefits were derived from informing staff 
when changes in the Trust occur, giving them information they need to do their job, 
and freeing them from reliance on the 'grapevine'. In terms of nurses feeling valued 
and involved during downsizing events, this suggests that information, and 
participating in decisions about matters affecting them would be beneficial. 
Although some evidence indicates the benefits of communication (Jones, 2000; 
Arndt & Duchemin, 1993), minimal literature was found that quantified the 
significance of having information about an event, or of participating in decisions 
relating to it, during downsizing. However, dissemination of information about an 
event, particularly a vision of where the hospital was going, was related to positive 
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outcomes (Greenglass & Burke, 1997). Among the reasons for a lack of information 
are indications that managers' did not understand what was going on, or how the 
organization would be affected in the future (Spence Laschinger et al 2001). 
'Good communication, more communication and yet more communication is the 
only way to prevent rumours becoming the most important source of information to 
employees' according to McClenahan et aI. (1999, p2). This message was stressed 
throughout their document on supporting staff through NBS mergers. The 
exhortation finds some support in the findings of a small study ofNHS district 
(community) nurses (Rout, 2000). The latter revealed three major stressors were 
predictive of high levels of job dissatisfaction: demands of the job and lack of 
communication, the working environment, and career development. Furthermore, in 
a major cross-national study, over 60% English nurses reported that administration 
did not listen to their concerns (Aiken et aI., 2001). 
Participation in decision-making is concerned with feeling involved with the event as 
it affects the nurses' job. Although the literature points to the benefits of participation 
in decision-making, the primary focus relates to job satisfaction, and patient 
outcomes (e.g., Kivimaki, Kalimo, & Lindstrom, 1994). Additional benefits, which 
ensued from being encouraged to participate in decision-making extend to reducing 
nurses' role conflict and role ambiguity and thereby reducing job strain (Jackson, 
1983). Moreover, there are indications that lack of participation during downsizing is 
associated with mobility (e.g., Dencker, Gottfries, & Landstroem, 1989). 
Reasons for lack of participation in decision-making are found in a qualitative study 
of Canadian nurses (Spence Lashinger et al 1999, pl0). During downsizing 'they 
noted a change in the style of management being used, i.e., from a participative style 
to a more authoritarian non-democratic style.' Nurses commented that their ideas 
were not welcome, and that there was a lack of collaboration when decisions were 
made that directly affected them. For example, 'management asks for staff input, 
then may 'fix' response, or 'interpret' response to meet their own political needs'. 
This, the authors suggest reflected a sense of mistrust that was widely expressed. 
There are also effects on nurses' work groups during downsizing. For example, 
nurses reported that the environment was poorly organized and inefficient and that 
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they were unclear as to expectations about rules and procedures. In addition, there 
was little work group cohesion, but a strong pressure to keep up with the workload 
(Maloney, Bartz, & Allanach, 1991). Overall, the findings suggest that the pressure 
affected group functioning, such that there was less communication within the work 
group. A similar picture emerges following redeployment. Relationships became less 
integrated, work activities less controllable, and changes compromised nurses 
perceptions of their ability to deliver effective care (Baumann et aI., 2001). 
In addition to the positive benefits of information, and participation in decision-
making in terms of nurses feeling valued and involved, there is evidence that line 
manager support is pivotal. Specifically, such support is associated with more job 
satisfaction, lower intention to leave, and more commitment to the Trust (Perryman 
et aI., 2003). Moreover, during downsizing, on units where managers promoted peer 
support, levels of staff morale were higher (Gaynor, Verdin, & Bucko, 1995, cited in 
Spence Laschinger et a12001, p12), and regular performance feedback from 
managers contributed to job satisfaction (Tonges, Rothstein, & Carter, 1998). Social 
support from co-workers, unions, and the organization also offer benefits during 
downsizing. 
A report of the process of downsizing noted that the perceived benefits of providing 
emotional and informational support activities were associated with maintaining 
positive outcomes for staff and patients (Arndt & Duchemin, 1993). However, in a 
more rigorous study nurses reported varying levels of hospital, and union support 
(Burke & Greenglass, 2001 b). More extensive restructuring was associated with 
lower levels of hospital and union support, and negative outcomes, whereas, higher 
levels of hospital and union support (i.e., less restructuring) were associated with 
positive outcomes, although overall the levels were low. Furthermore greater morale 
boosting (i.e., perceived organizational support) and dissemination of information 
were related to lower anger (Greenglass & Burke, 1997). However, among hospital 
staff that had recently undergone downsizing, recreation was found to be the most 
significant factor influencing the level of overall stress, followed by self-care 
practices, then social support (Burt, 1998). 
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Other examples of the support offered to staff are less detailed, provide no evidence 
of objective outcomes (Arndt et aI., 1993), and vary between organizations. For 
example, in the NHS, McClenahan et aI. (1999, p12) found an instance where several 
Trusts were merging that 'health at work' was given a high priority by only one 
partner~ and after two Trusts had merged that the 'excellent' counselling service 
halted during the merger process - just when it was most needed. 
There is some evidence that perceptions of lack of support result from a decrease in 
number of nurse managers (Aiken et aI., 2001). In addition, American nurses report a 
lack of support from managers (Corey-Lisle, et al 1999)~ Canadian nurses echo this. 
For example, a survey of nurses in Ontario conducted in 1998, examined factors 
influencing hospital nurses' work life quality (Spence Laschinger et aI., 2001). As a 
part of the study, 60% of respondents shared their concerns in an open-ended section 
of the questionnaire (n = 230). Nurses commented on the lack of positive rewards, 
feedback, support, and recognition within their units or their organization' from 
management and supervisors. However despite this nurses recognized that managers 
were experiencing stress during downsizing events. They commented on the 
increased span of control with which their managers were coping, which meant that 
they were unable to be in touch with many situations, and that communication to 
staff had decreased. 
Lack of support has contributed to perceptions of stress in the NHS, for example, 
Taylor et al (1999), and in relation to community mental health nurses (CWfNs) 
(Edwards et al 2000; Hannigan et aI2000), but clinical specialty may be a reason for 
differences between nurses (Muscroft & Hicks, 1998). The authors found that 
general, rather than psychiatric nurses would be more likely to talk about their stress 
with a colleague, and to use workplace-counselling services. The two groups were 
equally likely to discuss problems with friends, and there were no differences in their 
reluctance to talk with their managers about stress. 
Two investigations address the nature of coping strategies during downsizing (Burke 
& Greenglass, 2000c~ Ingledew, Hardy, & Cooper, 1997). As part of their study 
Burke & Greenglass (2000c) found that the use of control coping (i.e., problem-
focused; active) was significantly related to well-being measures. Whereas nurses 
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making greater use of escape coping (i.e., passive) also reported greater future 
workplace threats, less job satisfaction, and more psychosomatic symptoms. In the 
follow-up study, Burke (2001a) examined correlates of the four archetypal survivor 
responses to organizational restructuring and downsizing proposed by Mishra & 
Spreitzer (1998): hopeful, obliging, cynical and fearful. These comprise an active-
passive dimension, based on the individuars belief that they could/could not cope 
with such events, and a constructive/destructive dimension, based on perceptions of 
the presence/absence of threat or harm. Burke noted that unlike Spreitzer & Mishra 
(2000) nurses reported the two destructive responses more commonly, which he 
suggested was likely to be associated with the ways that downsizing was introduced, 
and managed locally. 
NHS nurses participated in a longitudinal study concerned with the effects of 
hospital closure and redeployment, which was conducted among 109 psychiatric 
workers in Wales (Ingledew et aI., 1997). In addition to a standard measure of 
occupational stressors (Cooper, Sloan, & Williams, 1988) there were items relating 
to 'Concern about the Future', which were subsumed into a total 'Pressure' score. 
Analyses however suggested that as 'Pressure' increased, so did avoidance coping, 
but less so for those high in internality, or perceived social support. Conversely, there 
was a negative relationship between 'Pressure' and active coping. 
Although there is a wealth of literature regarding the ways in which nurses' cope in 
terms of their work with patients, in comparison there is very little concerning how 
they cope during downsizing. In addition to that cited above, there is evidence that 
hospital nurses are particularly at risk (Greenglass & Burke, 1998; Lees, 2001), that 
they report lower coping responses, and less social support than other healthcare 
professionals during downsizing (Lees, 2001). 
2.5.5 Nurses responses to downsizing 
A wealth of literature exists concerning nurses' responses to downsizing. These have 
assessed the effects of such events on known demands i.e., physical, psychological, 
behavioural, and cognitive. Moreover, they have assessed job satisfaction, job stress, 
job pressure, lack of support, intention to leave, and absenteeism, which have also 
been associated with nursing in non-downsizing situations. Research conducted 
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during downsizing tends to evaluate findings in tenns of the extent to which 
perceptions of the event represent more or less of a threat. High threat perceptions 
are generally associated with negative outcomes. Among the more recent indicators 
of the specific effects of organizational change are perceptions of job insecurity, and 
the impact of restructuring on perceptions of patient care and quality of services. An 
overview of the main findings is provided, and elaborated in chapter four. 
Perceptions of high threat have been associated with poor physical health (Maurier & 
Northcott, 2000), and with increased work demands (Spence Laschinger et aI., 2001). 
Such demands stem from increased workload, work-related injuries, violence, and 
complaints by patients, and staff. Perceptions of higher workload are associated with 
perceptions of higher restructuring initiatives (Greenglass et aI., 1997), and events 
such as job relocation (Baumann et aI., 2001). Back injury is one explanation for the 
higher reports of work-related injuries by orthopaedic, neurology, and operating! 
recovery room nurses (Shindul-Rothschild, Berry, & Long-Middleton, 1997). The 
report considered in conjunction with previous empirical studies, that understaffing 
might also have put these nurses at even greater risk of injury from a violent assault 
(Canavan, 1996). Patient and family complaints (Baumann et aI., 2001), and poor 
relationships with colleagues (Armstrong, Cameron, & Horsburgh, 1996) were also 
attributed to increased workload. 
Psychological functioning can be adversely affected by downsizing. For example, 
perceptions of greater restructuring initiatives were associated with anxiety, 
depression, and somatization (Greenglass & Burke 1997). Increased workload 
following a job change was related to psychosomatic symptoms (Baumann et aI 
2001), and unit change was related to negative emotional well-being (Burke & 
Greenglass, 200 1 a). Threat perception was higher in the transferring nurses pre 
merger, and associated with emotional reactivity and emotional distress; it was 
negatively associated with self-efficacy. Post event these nurses showed more 
emotional distress (Idel et aI., 2003). Changes in cognitive functioning during 
downsizing may account for higher levels of medication errors (Baumann et al., 
2001' Shindul-Rothschild et aI., 1997; Aiken et aI., 2001). , 
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The changing nature, and multi-dimensionality of job satisfaction is reflected in 
many studies. There is considerable evidence of the relationship between aspects of 
downsizing, and job satisfaction among nurses. For example, nurses reported lower 
job satisfaction was associated with increased workload, following a job change 
(Baumann et aI., 2001), also increased patient acuity, and negative work relationships 
(Corey-Lisle, Tarzian, Cohen, & Trinkoff, 1999), and poor instrumental 
communication (Davidson, Folcarelli, Crawford, Duprat, & Clifford, 1997). 
Whereas, others reported little effect in job satisfaction, but compared to before the 
event, a significant deterioration in satisfaction with their career future, hospital 
identification, supervision, and co-workers (Armstrong et aI., 1996). Overall, nurses 
were more satisfied than dissatisfied, but in the US, where 40% of nurses reported 
they were dissatisfied, this was 3-4 times higher than in other groups of workers 
(Aiken et aI., 2001). Post event,job satisfaction increased (Burke, 2002). 
Job stress levels have risen because nurses have been assigned more patients, 
throughput of patients is faster, nurses had been replaced by unqualified staff who 
have to be supervised (Shindul-Rothschild et aI., 1997; Corey-Lisle et al., 1999). In 
the NHS there is intense pressure to keep the system going, by acquiescing to 
managers and doctors' requests (Taylor et aI., 1999), and evidence of lack of support 
during organizational change (Aiken et aI., 2001; Corey-Lisle et aI., 1999). 
During downsizing intentions to leave were predicted by the perception of little 
promotional opportunity, high routinization, low decision latitude, and poor 
communication (Davidson et aI., 1997), although nurses moving to a new hospital, 
and others affected by the event all had similar intentions to remain in nursing 
(Baumann et aI2001). In addition, Davidson et al (1997) reported that predictors of 
turnover were fewer years on the job, expressed intent to leave, and not enough time 
to do the job well. Nearly 40% of participants in England, and Scotland were 
planning to leave their jobs in the next year i.e., 1999-2000, and the percentages of 
those under the age of 30 were much higher among nurses in all five countries (e. g., 
nearly 54% in England) (Aiken et aI., 2001). Nurses having less experience generally 
described and responded to hospital restructuring in more negative terms (Burke & 
Greenglass, 2000b). 
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Absenteeism is a major concern for employers~ it is costly and results in decreased 
standards of care (Zboril-Benson~ 2002). However, despite the international interest 
in and research on absenteeism~ there is relatively little cumulative knowledge 
regarding its determinants. A quantitative study profiled the reasons for absenteeism 
in a random sample of2,000 nurses in one Canadian province (Zboril-Benson, 2002). 
A total of 450 respondents had seriously considered leaving the nursing profession, 
with 50.4% citing overwork and stress as the primary causes. Higher rates of 
absenteeism were found to be associated with lower job satisfaction, longer shifts, 
working in acute care, and working full-time. 
Nurses experience job insecurity as the result of the threat of downsizing (Greenglass 
& Burke, 2000). The literature suggests that it is greater before and during 
downsizing (e.g., Shindul-Rothschild et aI., 1997; Corey-Lisle et aI., 1999; Spence 
Laschinger et aI., 2001), and that subsequently job security increases (Burke, 2001b). 
However, among survivors there remained concerns about whether they were going 
to loose their jobs too (Gzowski, 1997, cited in Greenglass & Burke, 1997), which 
accords with the finding that nurses report more job insecurity than other healthcare 
professionals (Lees, 2001). 
One of the four major themes that emerged from nurses concerns during downsizing 
was perceptions' of lower quality of patient care (Spence Laschinger et aI., 2001). 
Factors that contributed to this included decreases in resources (e.g., hospital beds, 
and community resources), staff mix changes (e.g., inadequate staffing levels, and/or 
inappropriate skill mix), workplace/patient safety (e.g., lower personal standard of 
patient care), nursing knowledge not valued, and economic effects (e. g., using 
inferior products). However there is also evidence that certain objective patient care 
indicators are not adversely affected by downsizing (Roos & Shapiro, 1995). 
This 'tip of the iceberg' review indicates that downsizing may be associated with 
negative outcomes for nurses. However, with very few exceptions conclusions in the 
above studies are drawn on the basis of cross sectional data. Moreover, none 
compares affected with non-affected nurses, or assesses differences between 
contexts. Furthermore, the review has generally omitted many socio-demographic, 
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professional, personal, and group factors that influenced, and/or ameliorated these 
outcomes. 
2.6 Conclusion 
This chapter has explored in some depth the literature that relates to the underlying 
problem: why are nurses leaving the NBS? In particular, it considered that although 
nurses report that there role offers many rewards, it also exacts many and varied 
demands, such that there has been considerable turnover since the inception of the 
NBS. More recently, alterations to the psychological contract, attributed to changes 
in professional education, have accounted for higher intentions to leave the NHS, 
especially among younger nurses (Purvis et al., 2003; Aiken et al., 2001). Concurrent 
demographic and technological changes, and associated expectations have added to 
the demands on nurses. Moreover, during the 1990s, NHS nurses have been 
subjected to similar organizational changes to those enacted in North America. 
Whereas there is considerable evidence of nurses' perceptions and responses to these 
events in North America, to date there is no systematic evidence of their effects in 
the NHS (Crail, 1999, cited in McClenahan, 1999). This study is designed to evaluate 
whether such events reduce NHS nurses' job satisfaction, and increase their 
intentions to leave. 
In order to know whether this is likely, a review of the background literature will be 
provided in the following chapter. Specifically, that relating to the management of 
organizational change, and how demands explain to psychological stress and strain. 
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Chapter 3 Theoretical background 
This chapter describes the theoretical background to the research problem i.e., does 
NBS restructuring increase nurses' stress, such that it decreases job satisfaction, and 
increases intentions to leave. Specifically, the aim of the chapter is to justify the use 
of a conceptual framework for assessing individual, group, and organizational 
effectiveness during downsizing (Shaw et al., 1997) in this study. To this end the 
chapter discusses some theoretical approaches to the management of change, and 
explanations of the effect of stress on groups, leaders, and individuals. The 
researcher believed that accounting for such processes enhanced the theoretical 
framework. Moreover, the chapter considers literature relating to the facilitation of, 
and resistance to change, and the characteristics of exemplary leaders. These issues 
impact on the study, and the interventions recommended in the final chapter. The 
chapter concludes with the principal alternatives to the Shaw & Barrett-Power 
conceptual framework, and introduces the theory on which it is developed. 
3.1 Introduction to the management of change 
The culture of an organization is important to it and influences the way that change 
happens within that organization (Kleiner & Corrigan, 1989). Furthermore, even the 
most well planned change can go wrong if the culture of the organization is not taken 
into account (Elliot-Kemp, 1986). The NHS is bureaucratic and hierarchical in 
nature, so according to Bryman (1986), not only is its ability to change severely 
handicapped, but also its culture is a considerable barrier to change. Bennis (1991) 
supports this view suggesting that the extent of bureaucracy is a potent impediment 
to leaders' ability to change. 
3.1.1 Approaches to the management of change 
The three seminal approaches to the management of change (Bennis et aI., 1973), 
subsequently developed and applied to nursing (Lancaster et aI., 1982~ Wright, 
1990), have relevance to the current study. Specifically, they describe approaches to 
managing change within hierarchical work environments. They are reflected in the 
more pragmatic change strategies of telling, selling, and participating (Blanchard et 
aI., 1987). 
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The power coercive approach is based on the belief that those in authority have 
legitimate power to impose change, which is carried through by others, and assumes 
that people obey the orders of higher authority. It involves the 'boss' telling others 
what to do, and how often to do it (Blanchard et aI., 1987). Moreover, sanctions are 
used as a way of ensuring co-operation. This approach is clearly useful when time is 
of the essence, and is likely to bring about rapid change. It is an effective strategy 
when team relationships are strong, members are used to working together, know the 
'master plan', and need to respond quickly to a changing agenda (Vroom & Jago, 
1988). However, it is somewhat limited in managing complex 'people' orientated 
changes, such as restructuring, among independent, self-directed professionals. 
Nevertheless, this is the most common approach in the NHS, according to the Audit 
Commission (Health Direct, 1992). 
The rational empirical approach is based on the belief that people are largely guided 
by reason and self-interest, and that if given information will rationally choose the 
appropriate course of action that brings maximum benefit to all. This approach 
involves selling ideas, persuading others, and getting them to see the inherent logic 
of the change (Blanchard et aI., 1987). Although providing others with information 
may reach a wide audience, the 'seller' has no way of knowing the impact that it will 
have on others. Moreover, individuals' may read the information, but if they work in 
teams or groups, the ideas have to be 'sold' to the group, or the change ideas are 
unlikely to take hold as the seller envisaged. Thus having information is not enough 
to manage change, it requires an effective change agent for this strategy to work. 
Both the above approaches have a top-down and authoritarian philosophy. They 
assume that information and instruction tend to flow in one direction from people 
with power and knowledge to those without. However, reason and logical thinking 
are not the only variables in ultimately determining a person's behaviour, and this 
calls into question the assumption that people will always act in a rational, utilitarian 
manner. These two top-down approaches, apply strategies that take advantage of 
hierarchically structured organizations. However, the third 'bottom-up' approach is 
based on the belief that those most affected by the change event should be involved 
in the change. 
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The normative re-educative approach is based on the belief that when change is 
complex and controversial it is important to involve key stakeholders as early as 
possible in the initiation, and implementation of change. Even though some of the 
initial ideas may be modified in the light of consultation, it is more likely that change 
will occur, and be long-lasting if participants feel their views are being heard. This 
approach is operationalized through two strategies: participating (i.e., talking with 
other stakeholders) and delegating (i.e., tasks on the basis of employees strengths) 
(Blanchard et aI., 1987). Managers get workers involved, listen to their views, and 
give them ownership of the change. Workers take a major role in decision-making. 
Underpinning this approach is the belief that workers will be more committed and 
enthusiastic if they have control over the change (Bennis, 1991), and will accept and 
implement changes that fit into their particular culture. 'The personal response to 
change is therefore much more concerned with the feeling of being in control of 
one's own destiny than whether or not change is internally or externally driven' 
(Watson & Mayon-White, 1993). 
This approach accepts the premise that people can best achieve change by acting 
collectively, with maximum involvement of each member of the group. It suggests 
because the group owns the change, the process and the outcome, it is more likely to 
accept and sustain the changes (Cutcliffe & Bassett, 1997). However, work groups 
that are used to clear instructions from an autocratic leader find it difficult to become 
involved in decision-making when suddenly given the choice (Adair, 1984). Thus if 
the change agent attempts to use a 'bottom-up' approach s/he may find the group 
unwilling to participate. Tannenbaum & Schmidt (1975) describe the 'best fit' 
approach i.e., if the change is urgent and the group is used to autocratic leadership, 
using the power-coercive approach is likely to bring early gains. As the team 
becomes more used to being consulted, using the normative re-educative approach 
can bring about later change ideas. 
The nature and identity of change agents is not always immediately obvious i.e., 
these may be workers other than the designated manager. Furthermore, in addition to 
the more overt, visible recognizable change agents there are also the subtle, 
intangible change agents. The more overt change agents are evident in their speedy 
contributions, energy for new projects, enthusiasm to embrace new ideas and by their 
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keenness to challenge static, ritualistic practices. The less overt change agents 'chip 
away' steadily at resistors to change, quietly support the more overt change agents 
and quickly implement the change (Cutcliffe et aI., 1997). 
3.1.2 Facilitating the management of change 
In recognition of the need to invite and empower people to participate in the process, 
Burnes (1992, cited in Timpson, 1996) identifies elements, which constitute a 
facilitative approach to managing change. 
Firstly, he indicates the importance of managers' creating a vision. This 
communicates the outcomes that the organization seeks to achieve, their value, and 
the conditions in which they will occur. Such a statement might also identify the 
nature of specific strategies to accomplish the vision, the present necessities, 
subsidiary goals, and long-term considerations. One advantage of the nonnative re-
educative approach is that through participation and delegation stakeholders are also 
able to develop a personal and joint vision (McNiff, 1988). For example, planning 
how to relocate a group of patients. Although those affected may initially experience 
some disquiet i.e., cognitive dissonance, by clarifying the problem for themselves, 
and as a group they are more likely to get commitment to the change event. 
There are several elements that combine to create the conditions for successful 
change (Burnes, 1992, cited in Timpson, 1996). These include planning for the 
change by establishing teams and the nature of their activities in achieving the 
change; the creation of new management structures, and training for staff in 
preparation for the post event scenario; raising awareness of the pressures for change, 
giving regular feedback, and publicizing successful change. On an interpersonal level 
demonstrating understanding of people's fears and concerns, encouraging 
communication, and involving those affected. Involvement implies giving 
information to those affected, reporting progress on a regular basis, establishing 
mechanisms for two-way communication, and involving worker representatives in 
the decision-making process. 
The third group of elements concerns sustaining the momentum of change (Burnes, 
1992, cited in Timpson, 1996). This is determined by providing the resources, giving 
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support to change agents, developing new competencies and skills, and reinforcing 
desired behaviour. 
Some elements need to be in place in order that successful change can be 
implemented, as well as maintained during change (Burnes, 1992, cited in Timpson, 
1996). Specifically, creating a culture that encourages flexibility, autonomy, and 
group working. This is facilitated by a culture that is already committed to 
continuous improvement, through dialogue, and examining work practices. 
3.1.3 Resistance to change 
Classical change theory emanates from the work of Lewin (1951, cited in Timpson, 
1996) who developed 'field theory' as a means of analyzing causative relationships, 
thus providing a base for considering planned change. Lewin's (1951) description of 
change in terms of 'field' and 'force' provides the basis for problem-solving and 
decision making as major components of proposed change (Timpson, 1996). 
The most fundamental concept within the theory is 'field' which is defined as 
life space. Because factors that make up the life space include such things as 
needs, goals, values and cognition, it is clear that many parts of life space 
are interdependent. Change, thus, becomes a repatterning of behaviour within a 
specific life space. 'Force' may be defined as a directed entity, being further 
defined through the characteristics of strength, direction and focus (Burkman, 1988, 
cited in Timpson, 1996). Change can be seen as a transition to a different end or goal 
that is effected by force (Gillies, 1982, cited in Timpson, 1996). Change is, therefore, 
identified as a change in equilibrium or status quo. 
Lewin (1951) identifies two kinds of force involved in the process of change, 
namely 'driving' and 'restraining' forces. The former are forces that facilitate 
movement towards a new goal, the latter are forces of aversion or resistance, which 
serve to impede goal attainment. One of the strategies highlighted as being crucial to 
the process of facilitating effective change is the identification and neutralization of 
resistance, a process which ideally involves awareness of cultural values, 
participation, commitment, informed choice and dialogue (Argyris, 1970, cited in 
Timpson, 1996). 
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In order to enhance the change process strategies must be utilized for decreasing 
stresses and resultant resistance related to change, for as Brennan and Weick (1981, 
cited in Timpson, 1996) observe: ' ... the human system does not have infinite 
adaptive capacity.' Moreover, as Watson (1987, cited in Timpson, 1996) illustrates, 
in all instances of change, organizations are inevitably faced with the basic paradox 
that: ' ... the means used by the controlling management of the organization to 
achieve whatever goals they choose or are required to pursue in an efficient way (i.e., 
at the lowest feasible cost-short and long term) do not necessarily facilitate the 
effective management of these goals since these' means' involve human beings who 
have their goals of their own, which may not be congruent with those of the people 
managing them. ' 
Thus the implementation of change is likely to be associated with some natural 
resistance. This may be driven by self-preservation, because a change from the 
secure 'known', to the insecure 'unknown' is likely to be associated with perceptions 
of uncertainty, unpredictability, and novelty, as well as loss. Analysis of a large 
number of organizational changes during the 1970s and 1980s revealed four reasons 
why employees resist change: a desire not to lose something of value (i.e., personal, 
or interpersonal), a misunderstanding of the change and its implications, a belief that 
the change does not make sense for the organization, and a personal low tolerance for 
change (Kotter & Schlesinger, 1990). Using strategies that encourage involvement 
through participation, are likely to engage workers in the process of change, although 
they can also be very time consuming, and expensive. However, in situations where a 
work group will clearly lose out, and they have the power to resist, negotiations may 
reach an acceptable agreement (Kotter et aI., 1990). 
3.1.4 Conclusion 
There is some evidence that NHS staff are accustomed to a power coercive approach 
to the management of change, whereas a normative re-educative approach is more 
likely to be successful, although difficult and expensive to adopt in a bureaucratic 
organization. Individual perceptions of the reasons for change are likely to be 
influenced not only by their personal goals, motivations, beliefs, but also by the 
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information they receive, and their work group. Specifically, change agents, the 
extent of members' involvement, and their resistance to change. 
Moreover, individuals may perceive that their work group is challenged or threatened 
by a restructuring event e.g., the group will be split up, and/or relocated. These 
perceptions may influence work group functioning, such that cohesiveness increases/ 
decreases, and leadership style changes. The effect of such changes may reduce the 
information exchange, and participation in decision-making within the group, such 
that nurses' job satisfaction decreases, and intention to leave the NHS increases. The 
next section of the chapter considers the theoretical background to these processes. 
3.2 Work groups 
From theoretical and practical perspectives it is important to clarify the concepts of 
group, and team. The study is concerned with groups of nurses, i.e., two or more 
people who define themselves as members of a group, and the group's existence is 
recognized by at least one other (Brown, 1988). A group is defined as 'any number 
of people who (l) interact with one another; (2) are psychologically aware of one 
another; (3) perceive themselves to be a group' (Schein, 1988, cited in Millward, 
2000a). Groups are ways of structuring roles and activities to achieve organizational 
goals, the assumption being that organizations can not achieve this by individuals 
acting alone (Millward, 2000a). A group does not necessarily operate as a team. This 
describes the group dynamic; it signals an organized way of working to achieve a 
common goal. Many healthcare professionals work in teams, which share most if not 
all of the following characteristics: a definable group membership, group 
consciousness, a sense of shared purpose, interdependence, interaction, and an ability 
to act in a unitary way (Adair, 1984, cited in Millward, 2000a). 
For the purposes of the study, the groups of nurses did not necessarily work in teams, 
but met face-to-face on a regular basis, and interacted to achieve a common goal. 
Group members were organized formally into a hierarchy, reflected by clinical 
grades C (lowest) to I (highest), and with a leader, and deputy leader in many 
situations. Some group members were also members of informal/friendship groups in 
addition to their formal work group membership. 
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The drive to encourage and retain group structures in the workplace is based on a 
number of assumptions about groups' usefulness and effectiveness in achieving 
results (Millward, 2000a). Groups take on a life form, and identity of their own, 
which is fundamentally different from that of the individual. Individual members will 
vary in the extent to which they take on the group identification, and self-
categorization process. This in turn will influence the group's behaviour (Tajfel, 
1978). 
One of the functions that groups are tasked with is making decisions. These are made 
on the basis of members' knowledge and skill, and someone is held accountable. 
Decisions also entail a process, which members mayor may not opt into, or accept, 
and even sabotage. The way a decision is handled is influenced by the group 
structure, and roles that bind the group together. Where there is centralization, the 
formal communication and interaction processes stem from and via the leader. This 
system is associated with a hierarchy, in which the leader has 'authority' (Isenberg, 
1981). In a decentralized system, group members engage in more democratic and 
participative process. 
Group effectiveness is also dependent on internal, and external context (e.g. 
organizational culture). The former refers to the stage of group development 
(Tuckman, 1965), group size (Handy, 1985), impact of group size on leadership, 
members' compatibility, abilities, and skills, and group processes (Fumham, 1997, 
p437). Group norms (Feldman, 1987), status (Whyte, 1948), and roles are reflected 
in groups' behaviours, values, and attitudes. 
The group may influence the individual through the process of conformity (Deutsch 
& Gerard, 1955), group polarization (Stoner, 1961), risky shift (Kaplan, 1987; 
Kaplan & Miller, 1987) and groupthink (Janis, 1982). Although each of these factors 
has relevance in this study, the focus is on a specific role, that of leader, and a 
particular process i.e., cohesiveness. To date there is no evidence that these 
characteristics have been assessed during downsizing events. However, there is 
evidence that perceptions of threat are associated with increased cohesiveness (Sherif 
& Sherif, 1953), that may lead to rigidity in behaviour such that group members 
ability to deal with new problems is reduced (Staw et al., 1981). 
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3.2.1 Explanations of the effects of stress on group behaviour 
Group cohesiveness is determined by interdependence, and contact (Furnham, 1997, 
p437). Interdependence, where group members' contributions are pooled to achieve 
group goals, is more likely to lead to cohesiveness, than where group members are 
independent of, or dependent on each other. Cohesiveness is more likely where 
individuals' share similar beliefs, attitudes, and values (Johns, 1992). Face to face 
contact facilitates cohesiveness, whereas physical distance contributes to difficulties 
in contact. 
There are various causes (Greenberg & Baron, 1992) as well as consequences of 
group cohesiveness. Moreover, relationships between causes and consequences are 
not straightforward. Long and difficult initiation, perception of group threat, and 
much time together may facilitate more participation, higher morale, and lower 
absenteeism, whereas a history of success may lead to cohesiveness, but also 
complacency and negative outcomes (Furnham, 1997 p439). The consequences of 
cohesiveness also include more participation in group affairs, greater conformity, and 
sometimes, greater success (Furnham, 1997, p438). Although conformity helps group 
stability and group cohesiveness, and the act of copying others may be an effective 
method of learning, the subsequent 'groupish' rigidity of behaviour and thought also 
serves to stifle creativity and innovation (pech, 2001). 
A long accepted hypothesis of group behaviour is that an external threat draws group 
members together (Staw et aI., 1981) i.e., threat increases intra-group cohesiveness, 
and inter-group hostility (Sherif et aI., 1953; Sherif, Harvey, White, Hood, & Sherif, 
1961; Dion, 1979). However when the threat concerns resources, the loser's group 
may become less cohesive in the longer term (Worchel, Lind, & Kaufman, 1975). 
Group success at problem solving tends to lead to positive affect towards group 
members, while failure reduces intra-group cohesiveness (Shaw, 1976; Zander, 
1979). Staw et ai. (1981, p508) hypothesize that increased cohesiveness will be 
short-lived if the group fails to meet external challenges, either in terms of inter-
group rivalry or a problem facing the group; whereas a group that is successful or at 
least not failing to meet an outside challenge will sustain cohesiveness. 
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It is argued that group performance and effectiveness are largely contingent on the 
cohesiveness of the group (Mullins 1993, cited in Millwar<L 2000b p7; Fig. 3.1). The 
model is conceptualized in terms of group membership, the work environment, 
organizational issues, and the stage of group maturity. It proposes that a larger group 
membership is less likely to be cohesive, and more likely to report communication 
problems and absenteeism. Homogenous attitudes and values are more likely to 
promote cohesiveness, whereas homogeneity of skills may increase conflict and 
competition. Insofar as the work environment is concerned, cohesiveness is improved 
when the task requires frequent communication, whereas restriction of information, 
and isolation from other groups reduces morale. The availability of organizational 
guidance and encouragement, opportunities to resolve conflicts, for participation, and 
equitable procedures for all members all contribute to cohesiveness. Success is a 
strong motivational factor. External threat is likely to increase cohesiveness. 
Cohesiveness is a feature of mature groups; groups in earlier stages of development 
are thus less likely to perform effectively, and less likely to be cohesive. 
Figure 3.1. Model of group cohesiveness and performance (Mullins, 1993) 
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In conclusion, cohesiveness can be a significant factor in the satisfactory functioning 
of the group, insofar as group members work together to achieve group goals. 
However, factors in the individual, group, and work environment influence the extent 
to which cohesiveness is associated with effectiveness. Lack of cohesiveness is 
associated with reduced contact, lack of group success e.g., in gaining limited 
resources, and/or independent or dependent group members. It is also likely to be 
associated with reduced communication between group members, and participation 
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in decision-making. Increased cohesiveness is associated with perceptions of threat, 
and therefore may occur during organizational change. It may be associated with 
rigidity in group behaviour, and thus reduce members abilities to deal with new 
problems. Whereas, sustained cohesiveness is likely to be associated with 
information exchange, participation in decision-making, such that job satisfaction is 
maintained, and intentions to leave do not increase. However, there is some evidence 
that threat perception may affect group members perceptions of the leader, and that 
the leader may change hislher leadership style, which in turn affects group 
communication and participation in decision-making. Before discussing the effects 
of stress on perceptions of leaders and leadership styles, the difference between 
managers and leaders will be considered. 
3.3 Leadership 
Managers are people who often work in hierarchical organizations and are in 
positions that have legitimate sources of power with the authority to delegate 
(Marquis & Huston, 1992, cited in Sofarelli & Brown, 1998). The emphasis of their 
work lies in control, decision-making, decision analysis and results. They are usually 
more concerned with the short-term view and the bottom line (Bennis & Nanus, 
1985); i.e., managers manage change (Marquis et aI., 1992, cited in Sofarelli & 
Brown, 1998). In contrast, leaders are people who often receive their power through 
other means and are, occasionally, not part of the formal organizational structure. 
Their main focus is on group process, influencing, inspiring trust, challenging the 
status quo and the empowering of others (Bennis et aI., 1985; Marquis et aI., 1992, 
cited in Sofarelli & Brown, 1998). If two phrases were chosen to describe the 
difference between management and leadership they would be 'legitimate power and 
control' versus 'empowerment and change' (Sofarelli & Brown, 1998). Thus the role 
of a leader is to harness the forces within a group, and with and through the group to 
achieve constructive outcomes and minimize destructive ones. The following review 
of leadership research focuses on the themes that underpin current understanding of 
the role of leadership. 
Leadership is one of the oldest areas in the social sciences, yet one of the most 
problematic (Furnham, 1997, p514). A historical view of approaches reveals initial 
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efforts directed at identifying physical characteristics and personality traits associated 
with leadership effectiveness failed to consider group members (Stogdill, 1948 cited 
in Chemers, 1997). Perceptively Stogdill (1948, p63, cited in Chemers, 1997, p19) 
writes: 'A person does not become a leader by virtue of possession of some 
combination of traits, but the pattern of personal characteristics of the leader must 
bear some relevant relationship to the characteristics, activities, and goals of the 
followers. Thus leadership must be conceived in terms of the interaction of variables 
which are in constant flux and change ... the persistence of individual patterns of 
human behaviour in the face of constant situational change appear to be the primary 
obstacle encountered not only in the practice of leadership but in the selection and 
placement of leaders. ' 
Subsequent approaches investigated leadership styles (Lewin, Lippitt, & White, 
1939), employees' behaviour on leadership style (Vroom, 1959), and leader 
behaviours (Hemphill, 1950). Studies that focused on superior and subordinate 
evaluations of leaders in relation to team performance, cohesiveness, and turnover, 
however revealed inconsistencies, influenced in part by knowledge of how the team 
performed, and also by the situation in which leadership was evaluated (Chemers, 
1997). Investigations of situational factors evaluated leaders motivation in relation to 
subordinates (Hemphill, 1949), and the role of communication in leadership (Bass, 
Klubeck, & Wurster, 1953; Kipnis, 1957). 
The 1960' s brought a profound change in the focus of leadership research with the 
emergence of the Contingency model of leader effectiveness (Fiedler, 1964; Fiedler, 
1967). Despite inconclusive initial studies of the relationship between leaders and 
employees reflected through their psychological closeness on a measure of the Least 
Preferred Coworker (LPC), this model identified that effectiveness was contingent on 
the match of style and situation, where the situation consisted of a leader-member 
relationship, a degree of task structure, and a degree of position power (Millward, 
2000b). Other contingency models related to the leaders motivational impact (House 
& Mitchell, 1974), or were combined with linear approaches and identified an 
optimum leadership style for a given situation (Vroom & Yetton, 1973), however 
factors relating to the situation and the task also needed to be known (Lord, 1976). 
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Thus more recently researchers have focused on context, i.e., that the historical, 
economic and political situation that determines the skills, abilities and qualities 
required in a leader. 
In a summary of the literature Millward (2000b) indicates three important factors 
have evolved: leadership behaviours, organizational factors, and personal 
characteristics. Leaders behaviours are differentiated in terms of people- and task-
orientated~ the former style is generally associated with subordinates affective 
reactions, and job satisfaction, whereas the latter has a stronger influence on 
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performance. In relation to the organi=ation of work, task-oriented styles are 
favoured in non-routine and/or emergency situations, or when subordinates have 
little experience/knowledge; people-oriented styles are favoured in familiar and 
comfortable situations, and when subordinates are autonomous; no leadership 
behaviours are required if subordinates are both experienced and autonomous. 
Personal characteristics can be important in terms of subordinates' perceptions of 
how a leader should act. In this respect charismatic leadership (e.g., House, 1977) 
and transformational leadership (e.g., Bass, 1985) have become increasingly popular. 
Current leadership research has adopted an interactive perspective, in particular 
evaluating the influence of subordinates on leaders, leaders of subordinates, as well 
as the role of charismatic leadership traits. In this regard, Chemers (1997, p27) 
suggests that effective leadership is currently thought to encompass three major 
functions: "image mana::,oement', which refers to a leaders ability to project an image 
that is consistent with observers expectations; 'relationship development' which 
reflects the leaders success in creating and sustaining motivated and competent 
followers; and 'resource utilization' which alludes to the leader capability for 
deploying the assets of self and others to mission accomplishment. 
3.3.1 The 'match' principle 
The processes by which the three functions noted above are combined to create 
effective groups are governed by the 'match' principle i.e., a compelling leader is 
projected when their actions match commonly held templates of how effective 
leaders should appear; meaningful relationships are built when their beha\-;ours 
61 
match followers needs and expectations~ and resources are deployed effectively 
when their strategies match the demands of the organizational environment. 
The nature of the match principle has been the focus of a series of studies by F oti et 
al. According to Foti & Luch (1992) category prototypes (i.e., ideal) of leaders 
develop from expertise with examples of categories. Over time, people learn which 
attributes are shared among category members. Attributes become associated with 
each other and eventually form an integrated knowledge structure (i.e., prototype). 
Both expertise and familiarity result in categories that contain more attributes and 
result in greater organization in recall (Lord, Foti, & de Vader, 1984). Evidence that 
subordinates rate as highly transformational and transactional those leaders who 
match their concept of the prototypical leader (Atwater & Yammarino, 1993), is 
consistent with this view. Furthermore, subordinates report leadership flexibility in 
different situations, indicating that trait-based variance may account for social 
perceptiveness and response flexibility (Zaccaro, Foti, & Kenny, 1991). 
Current interest in this topic focuses on the role of individual differences, and of 
organizational forms in the leadership process (Foti & Miner, 2003). Foti takes a 
position more oriented toward individual differences; Miner is more oriented toward 
organizational form (Miner, 1997; Miner, 2000; Miner, 2002; Miner & Raju, 2003). 
This exchange has led to a call for more research emphasizing the diversity of 
organization forms and a person focus to incorporate both the complexity of the 
situation as well as the complexity of the leader. 
Thus the match principle is based on evidence that followers develop ideas about the 
traits they automatically associate with leadership in different situations, and that this 
may vary with subordinates' experience. It is argued that the task facing a work 
group leader during restructuring is likely to be perceived as either a challenge or a 
threat. Specifically, if a leader possesses traits that enable to group to rise about 
individual goals such an event is likely to be perceived as a challenge, and the 
groups' response will be effective. In contrast, if a leader perceives hislher role is 
based on contingent rewards or negative feedback, this may lead to a different 
scenario. Specifically, if a leader has insufficient information and is somehow 
prevented from participating in decisions that affect himlher e.g., because their own 
manager is stressed, then slhe may be unable to communicate sufficient infonnation 
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and involve group members in decisions that affect them. This may reduce members' 
ability to perform effectively, and lead to negative feed-back from the leader and 
other group members. In such circumstances, group cohesiveness may decline, and 
interactions between the leader and group members change. This is likely to be 
associated with lower job satisfaction, and an increase in intentions to leave. The 
changed nature of relationships accounted for by stress, between leaders and 
subordinates, and effects on group performance has been researched relatively little. 
However, four theories represent the majority of the research (Millward, 2000b). 
3.3.2 Explanations of the effects of stress on perceptions of 
leaders, and leadership styles 
The 'Reverting to Type' hypothesis (Fiedler, 1971) assumes that under stress leaders 
revert to type. Conceptualized in terms ofLPC rating, non-stressful situations enable 
primary goals to be satisfied, leaving sufficient time for the demands of secondary 
goals, but in stressful situations leaders will try to restrict the number of goals, and 
achieve the most important first. Thus high LPC leaders will attend to relationships, 
and low LPC leaders will attend to tasks. 
The 'Increased Receptivity' hypothesis (Torrance, 1961) builds on Social 
Comparison Theory (Festinger, 1954), and contends that people use others as sources 
of information especially if the situation is ambiguous, for which there is some 
empirical evidence (Driskell & Salas, 1991; Kinicki & Vecchio, 1994). 
The 'Distraction' hypothesis (Fiedler, 1986), proposes that interpersonal stress 
moderates the effective use of a leader's intellectual abilities, distracting himJher 
from task to interpersonal concerns, but this is only related to group performance if a 
directive and task-orientated style is used (Fiedler, McGuire, & Richardson, 1989), 
for which there is some support (Gibson, Fiedler, & Barrett, 1993). 
The 'Centralization of Authority' hypothesis (Isenberg, 1981) proposes that the 
effect of threat upon group may lead to a centralization of authority, a view 
supported by Staw et al. (1981, p508). They indicate that when a group perceives an 
external threat this would be expected to raise anxiety about the attainment of group 
goals and individual interests as they relate to collective achievements. In addition, it 
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may focus group members' attention on the actions of a leader and others with high 
influence (Staw et aI., 1981). One way to meet such a challenge or reduce the threat 
might be reliance on the group leader (e.g., Worchel, Andreoli, & Folger, 1977), or 
to replace the leader (Hamblin, 1958). If failure ensues the leader may be blamed 
and their influence reduced. However the authors contend that replacement of the 
leader does not necessarily mean decentralization of authority, but more likely 
increased reliance upon those high in influence, and as Hamblin indicates, for the 
deputy to gain power. The situation is characterized by an increase in the markedness 
of 'vertical structuring' (Isenberg, 1981). Furthennore, it may be associated with the 
abdication of responsibility by group members, as leaders adopt a more authoritarian 
style (Foushee, 1984). 
An important conceptual issue is the relationship between external threat and failure. 
In the real world a period of time elapses between perceived external threat and 
failure, during which remedial actions/efforts can alleviate any potentially negative 
outcomes, whereas this is not possible in reported experimental situations (Staw et 
aI., 1981, p509). A second issue concerns whether failure relates to an external threat 
or internal incompetence; if the latter then the leader could be justifiably blamed, 
however real world threats are likely to be external, in which case leaders are 
generally not blamed although they could be accused of not taking appropriate 
actions. Support for group leaders in such situations may stem from the external 
attribution of a setback as well as the anticipation of eventual goal achievement. To 
some extent this is supported by evidence that the causal attribution processes used to 
diagnose failure lead to the likelihood that individuals are identified as the cause of 
team failure rather than the team as a collective (Naquin & Tynan, 2003). 
Despite this it is possible that the latter situation could arise in real world groups 
faced with an external threat. When a group is experiencing concurrent stressors 
support for the group leader may stem from external attribution of previous or other 
concurrent stressors, but the anticipation and/or experience of eventual group 
achievement, however when the existence of the group itself is threatened blame of 
the leader may stem from the internal attribution of threat and the anticipation of the 
ultimate failure i.e., no group. 
64 
Thus under conditions of stress the leader may be act' out of character' , group tasks 
may not be performed effectively, group members may abdicate responsibility for 
group performance in the light of the centralization of authority, and may seek 
information from people outside the group. Under such circumstances the leader may 
not share information and/or encourage participation in decision-making. Group 
members' on the one hand may welcome the leader dealing with the threat, and 
abdicate responsibility, but on the other, seek information elsewhere, which mayor 
may not be valid and/or concur with the leaders. This is likely to create a situation in 
which the leaders and subordinates perceptions of what needs to be done do not 
match, which may reduce subordinates' participation, and/or give rise to an 
alternative leader. However, where the leader possesses certain exemplary 
characteristics, these traits enable himlher to transcend the immediate situation, as 
well as reducing the likelihood of the situation arising. 
3.3.3 Characteristics of exemplary leaders 
If subordinates have widely recognized templates of the characteristics that constitute 
a good leader, then these would clearly be useful in terms of developing good 
leaders. Such a view prompted a study to identify specific attitudes and behaviours 
that outstanding leaders have in common (Kouzes & Posner, 1987). These authors 
found that exemplary leaders share five behavioural practices, and ten commitments. 
Exemplary leaders challenge the process; in particular they explore ways to improve 
their organization, view mistakes as learning experiences, and are willing to change 
the status quo. This requires two commitments: to search for opportunities and to 
experiment and take risks. Such leaders also inspire a shared vision. They envisage 
the future with a positive and hopeful outlook. Moreover, they are expressive, and 
show others how mutual interest can be met though commitment to a common 
purpose. Exemplary leaders enable others to act. They stress collaborative goals, 
relationships built on mutual trust, actively involve others in planning and to make 
their own decisions. These leaders model the way. They are clear about their values 
and beliefs, and these underpin their relationships with others, as well as work 
projects. The latter are planned meticulously such that goals are achievable, and 
create a sense of achievement. Finally, exemplary leaders encourage the heart. They 
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encourage others efforts, and accomplishments to the organizations vision. They 
express their appreciation for individuals' achievements, and celebrate those of the 
team. They nurture a team spirit (Furnham, 1997, p535). 
These characteristics of exemplary leaders differentiate 'transformational' leaders 
from 'transactional' leaders. Moreover, in their most recent book, Kouzes & Posner 
(2002) conclude that leaders exhibit these distinct practices when they are doing their 
best, that this process varies little across circumstances, and that even though each 
leader is unique, there are patterns to the practice of leadership that can be shared and 
learned. 
3.3.4 Transformational leadership 
Two factors characterize modern leadership. One factor i.e., initiating and organizing 
work, concentrates on accomplishing the tasks at hand; the other i.e., showing 
consideration for employees, focuses on satisfying the self-interest of those who do 
good work (Bass, 1997). Leadership that is based on transactions between manager 
and employees' is called 'transactional leadership' . Transformational leadership 
occurs when leaders broaden and elevate the interests of their employees, when they 
generate awareness and acceptance of the purposes and mission of the group, and 
when they stir their employees to look beyond their own self-interest for the good of 
the group. In contrast, non-leadership is labeled 'laissez-faire'. 
A significant study in transactional and transformational leadership (Bass, 1985) 
contrasts these styles. Transactional leadership involves an exchange process, i.e., a 
transaction in which subordinates' needs are met if their performance measures up to 
explicit or implicit contracts with the leader. Such leaders achieve performance by 
the use of contingent rewards or negative feedback (Hater & Bass, 1988). However, 
it is argued that leadership is more effective if transformational leadership is added to 
the manager-employee relationship (Bass, 1985). Specifically, although contingent-
reward behavior is significantly related to multiple measures of leader effectiveness, 
charisma adds unique variance beyond that of contingent-reward behavior for 
understanding leader effectiveness (Waldman, Bass, & Yammarino, 1990). 
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Transformational leadership is a multidimensional concept, which has been studied 
from the perspectives of leadership characteristics, their effect on subordinates, and 
in terms of individual, group and organizational effectiveness. Based on Weber's 
notion of charisma, Bass (1988a) identified the distinguishing characteristics of such 
leadership, as self-confidence, expressive behavior, requisite abilities, interests, and 
personal traits of the charismatic leader i.e., self-determination, insight, freedom 
from internal conflict, eloquence, activity and high energy level. Transformational 
leaders treat each subordinate as an individual, and as intellectually stimulating 
(Bass, Waldman, Avolio, & Bebb, 1987). They demonstrate competitiveness, 
preferences for taking risks, and moreover, their superior knowledge, information, 
and intellectual ability, power orientation and political tactics, are such that others 
hold them in high esteem regardless of circumstances (Bass, 1990a). 
The differential effect of transformational versus transactional leadership on 
subordinates has generated much research. Charismatic leaders have great referent 
power and influence. They engender the follower's desire and need to identify with 
them (Bass, 1988a). They may arouse followers' emotionally and inspire them to 
extra effort and greater accomplishment (Bass, 1985; 1990b), such that as 
subordinates become competent with the transformational leader' s encouragement 
and support, contingent reinforcement may be abandoned in favor of self-
reinforcement (Bass, 1985). The transformational leader induces additional effort by 
directly increasing the follower's confidence as well as by elevating the value of 
outcomes through expanding hislher transcendental interests and level or breadth of 
needs (Maslow, 1987, cited in Bass, 1985). The transformational leader encourages 
followers by acting as a role model, motivating through inspiration, stimulating 
intellectually, and giving individualized consideration for needs and goals (Bass & 
Avolio, 1994). Moreover, such leaders are credited to be responsible for performance 
beyond ordinary expectations as they transmit a sense of mission, stimulate learning 
experiences, and arouse new ways of thinking (Hater et aI., 1988). Transformational 
leadership has also been associated with subordinates' information seeking behaviour 
(Madzar, 1997), and higher feedback-seeking behaviour (Levy, Cober, & Miller, 
2002) i.e., perceptions of leader consideration behaviors result in higher feedback-
seeking intentions by subordinates. 
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Among prominent recent developments in the investigation of transformational 
leadership, aside from its globalization, has been the confinnation of its utility for 
increasing organizational satisfaction, commitment, and effectiveness (Bass, 1999). 
F or example, there is evidence that transformational, rather than transactional 
leadership is more predictive of positive outcomes, such as satisfaction, 
effectiveness, and motivation (Hetland & Sandal, 2003). Subordinates' perceptions 
of transformational leadership add to the prediction of their satisfaction and 
effectiveness ratings beyond that of perceptions of transactional leadership (Hater et 
aI., 1988). Moreover, their ratings significantly differentiated top performing 
managers (identified as such through other sources) from ordinary managers. In 
addition, managers who behave like transformational leaders are more likely to be 
seen by their colleagues and employees as satisfying and effective leaders (Bass, 
1990b). Thus these fmdings indicate the benefits of charismatic leadership at various 
management levels to ensure (perceptions of, as well as) effectiveness. 
A cross-cultural study revealed that situational constraints affected actual leader 
behavior as well as leadership preference scores (Singer & Singer, 1990). Actual 
leader behavior was significantly more transformational than transactional among 
New Zealand participants, whereas in Taiwanese companies it was equally 
transformational and transactional. Moreover, the authors indicate that discrepancy 
scores between actual and preferred leader ratings may have less efficacy in 
predicting subordinate satisfaction than scores of actual leader behavior alone. 
There are some indications that transformational leadership is more appropriate 
during times of organizational change. For example, Bass (1990b) indicates that 
whereas transactional leadership is more appropriate for stable organizations, 
transformational leadership needs to be fostered when the firm faces a turbulent 
marketplace. Empirical research conducted on the US army found the contribution of 
transformational leadership to unit commitment, involvement, loyalty, and 
performance helped units to cope with stress in crises, emergencies and the 'fog of 
war' (Bass, 1996). 
The idea that leadership moderates the stressor-strain relationship i.e., is a coping 
resource was among the findings of a recent study (Rome, 2000). This author found 
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evidence that leadership had a positive impact on stress reactions (i.e., physical, 
emotional and psychological). As transformational and transactional leadership 
increased, physical and emotional reactions decreased. 
Transactional and transformational leadership styles are generally associated with 
more group effectiveness than a laissez-faire style. Nevertheless, autonomous 
subordinates in non-stressful situations may report job satisfaction, and be effective 
with laissez-faire leadership. However, in stressful situations subordinates will cope 
better with transformational leadership, because of the perceived benefits derived 
through leader/subordinate interactions and transactions, which are less likely in 
transactional leadership. Thus transformational leadership is likely to be associated 
with perceptions of group effectiveness, job satisfaction, and lower intentions to 
leave during a restructuring event. 
3.3.5 Conclusion 
The theoretical background to the study provided thus far has focused on the 
management of change, groups under stress (i.e., cohesiveness, and reliance on the 
leader), and the benefits derived from a transformational leadership style. On the 
basis of the literature it is argued that during restructuring nurses are likely to 
manage change successfully if they have appropriate information and are involved in 
decisions that affect them. This however, may be difficult not only because of the 
bureaucratic and hierarchical nature of the NHS, but also because nurses may not be 
accustomed to a normative re-educative approach, and/or be influenced in various 
ways by their work group. Managing change effectively is likely to be associated 
with leaders who empower the work group to participate in the change. Success is 
more likely to be reported by nurses who perceive their actual leaders to have 
charisma i.e., transformational leaders. Such leaders, whose image matches 
observers' expectations, evolve successful relationships in order to create and sustain 
motivated and competent followers, and deploy resources in the best interest of the 
group's mission. Furthermore, transactions with subordinates during a restructuring 
event are likely to result in more satisfied employees, who are less likely to report 
intentions to leave. 
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In addition to studying restructuring in terms of added stress on the work group, it is 
also appropriate to assess restructuring in terms of added stress on the individual. A 
number of theoretical approaches have been proposed to explain organizational stress 
at the individual level. These are explored in the following section. 
3.4 Stress in individuals working in organizations 
The majority of organizational stress research adopts an individual level perspective. 
This section of the chapter discusses three theoretical approaches and justifies the 
reasons for adopting a conceptual framework for assessing effectiveness during 
downsizing (Shaw & Barrett-Power, 1997), which has been developed from the 
cognitive theory of stress (Lazarus et aI., 1984) in this study. Specifically, it is argued 
that the Shaw & Barrett-Power framework is appropriate to evaluate whether 
restructuring significantly adds to nurses' level of stress, such that it decreases their 
job satisfaction, and increases their intention to leave the NBS. 
3.4.1 Explanations for perceptions of stress in individuals 
The evolution of models to explain the experience of stress in individuals reflects 
two approaches to the roles of stimulus and response (Cox, 1975). The engineering 
model i.e., a stimulus-based model, defines stress in terms of stressors, which are 
external to the individual. Developed from Hooke's Law of Elasticity in physics, it is 
based on the assumption that some stress needs to be present for a metal to withstand 
satisfactorily the effect of a load. Its psychological origins can be traced to the 
Yerkes & Dodson law (1908), illustrated in Figure 3.2, and like the subsequent 
model, it reflects a single approach to the role of stimulus and response. 
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Figure 3.2 Generalized human function curve after Yerkes & Dodson, 1908) 
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The physiological model i.e., a response-based model, defines stress in terms of an 
individual's internal response to external events. Derived from Selye's physiological 
General Adaptation Syndrome (1975), the model assumes that similar psychological 
processes occur in response to a stress-producing factor i.e., an alarm reaction, an 
adaptation stage during which resistance to stress rises above normal, and a stage of 
exhaustion during which the adaptation energy is used up. 
The other i.e., dual approach, reflects interaction between stimulus and response. 
Psychologically this entails how particular external demands interact with individual 
characteristics to influence for example, psychological well-being. The majority of 
theoretical approaches adopt this perspective. In particular, Demand-Control models 
(Karasek, 1979; Payne, 1979), burnout (Freudenberger, 1974), and the cognitive-
phenomenological model of stress, derived from the cognitive theory of stress 
(Lazarus et aI., 1984). This section considers the theoretical, and methodology 
advantages and disadvantages of these approaches as a theoretical framework for the 
current study. 
3.4.2 Demand-control models 
Understanding how the work environment affects well-being from a psychological 
perspective has been dominated by the Demand-Control (D-C) model (Karasek, 
1979), and Demand-Control-Support (D-C-S) model (Payne, 1979) for the past three 
decades. 
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Karasek's model (1979) describes work-related psychological strain as interactions 
between the level of job demands (stimulus), job control (i.e.,job characteristic), and 
well-being (i.e., response). Sauter & Hurrell (1989) note that lack of control inhibits 
learning and undermines the motivation that is generally needed to overcome the 
stress associated with demanding work. Person-Environment Fit theory has guided 
the study of workload and work-related interpersonal conflict, e.g., Spector (1987) 
reports significant relations between these work environment factors and anxiety, 
depressio~ job dissatisfaction, and health symptoms. Studies of work underload 
(Ganster, Fusilier, & Mayes, 1986) have found similar outcomes. Spielberger & 
Reheiser (1994) suggest that work overload and underload are similar in that they 
reflect issues of job control. Support for the theory is found useful in highlighting the 
interaction between person and environment, but Chemers et al (1985) conclude that 
it 'has not yielded a highly focused approach'. 
The D-C models propose that high-strain jobs are brought about by a combination of 
high work demands and low control. Furthermore, the models propose a further three 
combinations for example, high demands and high control will lead to 'active' jobs, 
i.e., ones that present challenge, and lead to the development of skills, confidence, 
competence, and well-being. The former, in particular, is sometimes called the 
buffering effect (Morrison et aI., 2003). Social support has also been shown to buffer 
the effects of high job demands (House, 1981), and in the D-C-S model it is cast in 
that role, so that the combination of all three factors is specified as the cause of stress 
and strain (Morrison et aI., 2003). 
The most comprehensive review of research of the Karasek approach is that offered 
by Van Der Doef & Maes (1999, cited in Morrison et al2003). They identified 63 
samples that had tested one or more of the four models. Some studies used Karasek's 
(1979) original measures, whereas others used alternative measures. The studies also 
used four main dependent variables, the GHQ (i.e., General Health Questionnaire; 
Goldberg, 1972), and job related well-being (i.e., job satisfaction, burnout, and job-
related psychological well-being). 
Summarizing their review Morrison et al (2003) note that approximately half the 
studies supported all four models for each of the dependent variables. However, 
72 
seven out of eight studies supported the D-C model in terms of job-related well-
being. On reviewing all the studies Van Der Doef & Maes (1999, cited in Morrison 
et a12003) found that the majority had relied on self-report measures of both 
independent and dependent variables. Moreover, none of the longitudinal studies, or 
the four that employed 'objective' measures of demands and control supported the 
models. The use of 'objective' tests of the models, although consistent with 
Karasek's original model, takes the job as the unit of analysis. In contrast, other 
empirical studies have assessed individuals' self-reports. However, Morrison et al 
(2003) suggest that by giving individuals in the same job the same score, they are in 
effect not only reverting to the individual level of analysis, but also ignoring the job 
level as a level of analysis. To ignore that individuals may be influenced by their job, 
and/or organization violates the assumption of least ordinary squares (OLS) 
regression i.e., error variances across individuals are uncorrelated (Morrison et aI., 
2003). Since most organizational data is likely to be affected by clustering, it runs the 
risk of inflating the importance of OLS regression coefficients because the standard 
errors are underestimated. This biases the critical value of statistical tests upwards 
with a large increase in the Type 1 error rate (Kreft & Leeuw, 1998, cited in 
Morrison et a12003). One technique that allows for analysis of the clustering effect is 
multilevel modeling (Rasbash et ai., 2002). 
Morrison et al (2003) investigated the three studies that had assessed the job level of 
analysis and had used the multilevel modeling technique (e.g., Van Yperen & 
Snijders, 2000). In the latter, although the intraclass correlations for the independent 
variab les were satisfactory (i. e., 21 % for demands; 33% for control), the level of 
variance on the dependent variables at the job level was low (i.e., self-efficacy: 50/0; 
psychological health: 5%; and sickness: 13%). Similarly low job level variance was 
found in the other studies such that the mean for the three studies was 7%. Assuming 
that comparable results were found in the earlier studies this would challenge their 
reliability. Moreover, others have argued convincingly for the multilevel approach in 
organizational stress research (Bliese & Jex, 2002). Thus Morrison et al (2003) using 
a large sample (i.e., 11,637 NHS staff; Borrill et aI., 1996), conducted a study that 
assessed not only individual, and job level variables simultaneously, but also 
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examined the addition of support to the D-C model. Multilevel modeling technique 
(Rasbash et aI., 2002) allowed them to generated random coefficient models. 
Among the results they found that jobs with the same title shared the same demands 
(21% variance) and control (33% variance), but not the same support. This supported 
the assumption of the original Karasek model (1979), i.e., differences between 
occupational groups are significant, but support (7% variance) is not significant. 
High demands led to lower job satisfaction at the individual level, and higher control 
led to higher satisfaction. There was a buffering effect in the D-C model i.e., job 
satisfaction was higher when high demand jobs were combined with greater control. 
This supports Karasek's (1979) contention of the benefits of 'active jobs' on for 
example, job satisfaction. Moreover, the addition of support revealed higher job 
satisfaction. However, after controlling for curvilinear effects they found that when 
support was high, job satisfaction was lower, and that high support and high demand 
led to lower job satisfaction. In addition, there was no support for the buffering effect 
of support in the D-C-S model (Payne, 1979). 
At the job level, only control (higher) predicted job satisfaction (higher); there was 
no support for the buffering effect of control on demands. When support was added 
to the model, it added significantly to job-level satisfaction, such that in jobs with 
higher levels of colleague support, job satisfaction was lower. Thus there was no 
support for the buffering effect of support at the job level. Finally, contrary to 
Karasek's prediction, there is a positive relationship between demands and job 
satisfaction. 
Overall, Morrison et al (2003) concur with the other three multilevel studies, and 
conclude that the effect of jobs onjob satisfaction and well-being is minimal. 
The D-C and D-C-S models have some theoretical merits regarding the current study, 
insofar as they propose that intervening factors i.e., internal (i.e., autonomy) and 
external (i.e., social support) influence the demand-strain relationship. However, the 
findings do not always indicate that jobs with low demands, high control, and high 
social support, lead to a low level of self-assessed symptoms of psychological 
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distress, and moderate levels of job satisfaction, particularly extrinsic satisfaction. 
However, there is evidence that some nurses report high work demands, and when 
associated with low levels of social support they report burnout (e.g., Eastburg et aI., 
1994) in addition, professional autonomy is a significant factor in job satisfaction 
(e.g., Blegen, 1993). 
A study that examined the demands of restructuring, professional autonomy and 
support would explain the strain associated with these factors, but not necessarily 
why nurses are leaving the NBS. Moreover, D-C models do not address management 
of change issues, and are not supported in longitudinal studies. Furthermore, a focus 
on the job is not relevant to the current study, although it does raise useful 
methodological issues (Morrison et aI., 2003). However, restructuring could be 
perceived as entailing additional demands over & above existing stress i.e., burnout. 
3.4.3 Burnout 
The burnout model (Freudenberger, 1974) has been used to understand how and why 
service industry work environments affect psychological well-being. The model 
proposes that internal, and external stressors bring about stress, the adverse effects of 
which lead to strain, which in the longer term manifests in a specific response i.e., 
burnout (Fumham, 1997, p337). This is characterized by emotional exhaustion, 
depersonalization, and reduced personal accomplishment. It is thus distinct from 
organizational stress. Moreover, it is a process gradually worsening over time, and 
results from a build up of chronic stress from emotionally demanding situations 
(Pines, Aronson, & Kafry, 1981). The syndrome may occur in those who work with 
people (Maslach, 1982), such that the individual is unable to carry out the 
responsibilities of their job (Freudenberger, 1974). It is accounted for by intra-
personal characteristics, such as high dedication, 'demanding' interpersonal 
relationships, and 'unhealthy' organizations (Schaufeli et aI., 1993). Explanations of 
the processes involved in burnout relate to work stressor-strain regulation problems, 
and professional autonomy (Bussing et aI., 2000). 
The burnout model has been used in many studies of nurses (e.g., Chiriboga & 
Bailey, 1986~ Ceslowitz, 1989: Ogus, 1992~ Eastburg et aI., 1994). The burnout 
model has considerable merit to commend it as a theoretical framework for the 
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current study. In particular it could explain how the additional stressors likely to be 
associated with restructuring will increase the adverse effects of underlying stress, to 
the extent that the resulting strain leads to a state in which a nurse is no longer 
capable, or indeed wants to continue in the job. Moreover, the model accounts for 
this in terms of individual (e.g., high dedication), and environmental (e.g., unhealthy 
organizations) differences. Although explanations of the processes involved include 
relationships, they do not encompass management of change issues, and the level of 
analysis is limited to the individual, which has major methodological implications as 
described above. 
3.4.4 Introduction to cognitive-phenomenological model of stress 
The cognitive-phenomenological model of stress (Lazarus et aI., 1984) is based on 
the belief that the coincidence of particular external demands with individual 
susceptibility characteristics, such as demography and personality, influence how 
situations are cognitive/y appraised i.e., as irrelevant, benign-positive, or stressful. If 
evaluated as stressful, the meaning in a situation is appraised in terms of challenge 
(i.e., holds the possibility for mastery or gain), harm/loss (i.e., damage already 
sustained), or threat (i.e., anticipated harms of losses). Subsequent appraisal of 
resources evaluates the extent to which cognitive and behavioural efforts can be 
galvanized to manage internal and external demands in order to adapt to a situation. 
Adaptation is associated with psychological well-being, and influences reappraisal. 
Like the previous models the cognitive-phenomenological model has considerable 
merits to commend it as a theoretical framework for the current study. However, in 
terms of the research problem it is superior in that the concepts can be applied 
flexibly, and the processes offer an explanation of change over time. For example, 
buffering is limited to control (i.e., D-C model), and support (i.e., D-C-S model), and 
outcomes to the four dependent variables in the D-C models. In the burnout model, 
outcomes are limited to the three components of burnout, which itself is predicted by 
specific person- and work-related variables. In contrast, the researcher can be flexible 
in stating the nature of the intervening variables, and the outcomes in the cognitive-
phenomenological model. 
76 
With regard to psychological processes the cognitive-phenomenological model is 
potentially superior to the other models. In particular, there is no support for the D-C 
models in any of the nine longitudinal studies that used this theoretical framework 
(Morrison et aI., 2003). This suggests that the concept of control is not significant 
over time. The burnout model is not concerned with the process of stress, but with 
the consequences of chronic stress. Although it has been argued that nurses in 
general report that they are stressed, the current study is concerned with the extra 
demands arising from new stressors i.e., those associated with restructuring. Thus 
assessing nurses perceptions of restructuring stressors pre and post an event is 
theoretically, and methodologically more efficacious. 
Lazarus & Folkman indicate that two aspects of the model require explanation. These 
concern the implications of using a phenomenological approach, and its focus on the 
individual. They (1984, p53) write 'phenomenology has two negative connotations: 
the first of which concerns the veridicality (i.e., truthfulness) of the approach. They 
argue however that although personality factors influence perception, appraisals are 
nevertheless generally correlated with reality. A second connotation is that appraisals 
are inherently circular; an appraisal of threat is inferred from what the person has 
said. Lazarus & Folkman (1984, p21) suggest that it is possible to 'break out of the 
circularity to the extent that we are able to identify antecedents and consequences of 
appraisals. ' 
The second feature of the model is that the underlying assumption of a 
phenomenological model is that it relates to the individual. However, others have 
suggested that stress based concepts can be used to examine collectives of 
individuals as well (Brief & George, 1991). For example, it is argued that the actions, 
and reactions of organizations are driven by groups of executives i.e., people acting 
on behalf of the organization whose decisions are guided by what is good for the 
firm. Although the specific outcomes of the processes may differ for different levels 
in an organization, the processes inherent in coping and adaptation are similar (Staw 
et aI., 1981). Despite this there remains a long-standing disagreement over the 
validity of the subjective versus the objective approach to the study of stress 
(Hobfoll, 200 I ~ Lazarus, 2001). 
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Others have examined the model in terms of concepts and processes. For example, 
primary appraisal purports to embody the initial perception and meaning of an event, 
by combining information from the environment with personality traits. However, 
the many operational definitions, and relative neglect of primary appraisal in stress 
research suggests that conceptual ambiguity remains (Bishop, 1999). 
A second issue concerns the concept of coping. Rather than being a direct response 
to primary appraisal as Lazarus & Folkman suggest, it has also been considered as a 
mediator (Harris, 1991). Coping is a mediator of the emotional response to stress 
because' it is generated in the encounter, and transforms the original relationship 
between the antecedent, and outcome variable' (Folkman & Lazarus, 1991, p213), 
which implies that rather than an interaction, relationships between concepts reflect 
transactions (Harris, 1991). Moreover, there is some evidence that both situational 
appraisals and coping responses mediate the effect of the organizational change 
event characteristics and coping resources on psychological adjustment (Terry, 
Callan, & Sartori, 1996). There is also a question of whether primary appraisal 
serves as a mediator between personality and coping or mood i.e., is a 'maker' of 
coping and adjustment, or whether primary appraisal is simply a reflection of an 
overarching personality type i.e., a 'marker' of personality (Bishop, 1999). In her 
study Bishop found that threat primary appraisal mediated relations between 
neuroticism and coping, and distress, whereas challenge primary appraisal mediated 
relations between conscientiousness and coping, and distress, but only for people 
who rated the stressor as very stressful. 
A third issue concerns personality variables. 'A personality variable that interacts 
with other conditions in producing an outcome' i.e., a moderator (Folkman et aI., 
1991, p213), can affect the primary-secondary appraisal relationship. For example, 
Bishop (1999) found that there were moderating effects for neuroticism and 
extraversion among people who rated the stressor as very s~essful. Thus her study 
lends support to the idea of primary appraisal as both a 'marker' of coping and 
adjustment, and a 'maker' of the overlying, pervasive influence of personality. 
The conceptual ambiguities identified above serve as indicators of the possible 
interactions betv,:een variables, and the nature of potential processes. Rather than 
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assuming a direct relationship these 'limitations' may in reality be strengths i.e., 
interactions and transactions exist between the individual and the work environment 
(Folkman et aI., 1991). 
In conclusion, this psychological transactional model of stress represents an attempt 
to conceptualize the nature of stress, by identifying variables that need to be 
included, i.e., stressor, appraisal (primary, secondary, and reappraisal), person, and 
environmental antecedents to stress, and coping, as well as short and long term 
adaptational outcomes. It is based on the assumption that the variables are considered 
simultaneously, but at the same time they facilitate the representation of a dynamic 
process: a continuous bi-directional interaction between person and environment. 
Although some limitations remain, others have been addressed, and account for its 
durability, and popularity. Moreover, it has been used in studies of nurses (e.g., Lam 
et aI., 1999). Furthermore, a conceptual framework has been developed (Shaw et aI., 
1997) to take account of the management of change issues described above, and to 
explain individual, and work group perceptions of, and responses to restructuring. 
This development thus offers the potential to explain why nurses are leaving the 
NHS. It therefore provided an appropriate theoretical focus for the current study. 
3.5 Conclusion 
This chapter justifies using the cognitive-phenomenological model of stress (Lazarus 
et aI., 1984) as the theoretical framework for the study. Specifically, as a means to 
assess whether stressors associated with NBS restructuring are appraised as stressful, 
and the extent to which they affect outcomes, in particular, job satisfaction and 
intentions to leave. In addition, the chapter provides evidence of the individual and 
group factors that may contribute to the psychological processes involved. 
It is argued that management of change is handicapped because of the bureaucratic 
and hierarchical nature of the NHS, but that information and participation in 
decision-making are likely to facilitate the change process within the work group. 
Sustained group cohesiveness is likely to encourage such actions, but perceptions of 
threat or failure may change group cohesiveness such that they are inhibited, and 
group effectiveness declines. This is likely to affect job satisfaction, and intentions to 
leave. Stressful situations may also affect the leaders behaviour, and perceptions of 
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leadership. The degree of match between subordinates prototypes, and actual leaders 
behaviour is likely to indicate that transfonnationalleadership characteristics are 
indicators of group perceptions of effectiveness. However, leaders who adopt a 
transactional leadership style, and/or whose ability to communicate infonnation and 
facilitate participation in decision-making is reduced may be less effective. In 
addition, subordinates behaviours may change, such that group effectiveness is 
reduced. This is likely to affect job satisfaction, and intentions to leave. 
The chapter provides evidence of the theoretical approaches to organizational stress 
research as a means of justifying the framework adopted for the current study. D-C 
models (Karasek, 1979; Payne, 1979), and the burnout model (Freudenberger, 1974) 
are unable to be justified. Specifically, D-C models are not supported theoretically in 
tenns of control or support in longitudinal studies, which is fundamental to studying 
change processes. They are not supported methodologically insofar as the job is the 
level of analysis, and the current study is concerned with individuals and work 
groups. The burnout model is not supported theoretically insofar as the concepts do 
not reflect stressor-strain relationships, such that job satisfaction and intentions to 
leave are measured. The model is not supported methodologically in that it is limited 
to the individual level of analysis. Although the cognitive theory of stress (Lazarus et 
aI., 1984) has some theoretical limitations, it is argued that this represents the best 
theoretical framework for the current study. Moreover, it has been developed into a 
conceptual framework for assessing effectiveness during downsizing at individual, 
group, and organizational levels of analysis (Shaw et aI., 1997). The following 
chapter provides evidence of the conceptual framework, in conjunction with details 
of the cognitive theory of stress on which it is based. 
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Chapter 4 Focal theory 
This chapter describes the focal theory that underpins the current study. Specifically, 
the cognitive theory of stress (Lazarus et al., 1984), developed to assess the 
psychological effects of downsizing (Shaw et al., 1997), and further developed by the 
researcher to reflect more adequately the theory. 
Use of the Shaw & Barrett-Power conceptual framework to guide the current study 
was justified on theoretical and methodological grounds. It is a radically different 
approach to the study of downsizing. In particular, it is argued that it represents not 
only an attempt to assess the effects of downsizing in terms of the psychological 
stress process, based on perceptions of threat at the individual, group, and 
organizational levels, but also specifies the role of management of change issues, in 
this process. These influence the process of change insofar as they affect the coping 
efforts adopted, which in tum are likely to affect coping effectiveness i.e., the extent 
to which nurses' report job satisfaction and intentions to leave. Moreover, the 
conceptual framework proposes that perceptions of events, and responses to them 
change over time. Nevertheless, the researcher believed the framework was 
insufficient for the current study because it failed to specify adequately the 
psychological processes that follow from perceptions of threat, the concept of 
appraisal, and personality and other factors that may influence stressor-stress/strain 
relationships as specified in the cognitive theory of stress (Lazarus & Folkman, 
1984), so she specified these in individual, and group level working models. 
4. 1 Introduction 
The chapter begins by outlining the rationale for developing the Shaw & Barrett-
Power (1997) conceptual framework. Specifically, earlier models attempt to explain 
downsizing in terms of organizational outcomes, whereas the psychological 
implications of downsizing for individuals, groups, and organizations are neglected, 
despite evidence that they are considerable. The format for most of the remainder of 
the chapter is to define the concepts/components in the framework, to consider how 
these apply to individuals, and groups in downsizing and restructuring situations, and 
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to discuss the factors that influence the concept, including known mediators and 
moderators. The chapter concludes by stating the research questions. 
4.2 Development of a psychological model of downsizing 
A review of the downsizing literature revealed that models had been developed to 
explain aspects of these events at individual and organizational levels (Cameron, 
Kim, & Whetten, 1987; Cameron, Whetten, & Kim, 1987; Cameron et aI., 1988; 
Greenhalgh, Lawrence, & Sutton, 1988; Leana & Ivancevich, 1987; Liem et aI., 
1988; Rowley & Feather, 1987; Sutton & D'Annuo, 1989), but to a much more 
limited extent at the group level. The organizational literature focuses on the 
effectiveness of downsizing for the organi::ation. Effectiveness is assessed in terms 
of increased profits, reduced bureaucracy, but these are of limited value when 
applied to individuals, or groups, although dependent on their actions. Moreover, 
Shaw & Barrett-Power (1997, plIO) argue that because the experience & perception 
of downsizing at the organizational level is very different from that at the group or 
individual level, any model that fails to address the three levels is not comprehensive. 
At the organizational level the most prominent models focus on the concepts of 
convergence i.e., merger, and reorientation (Freeman, 1994; Freeman & Cameron, 
1993), whereas individual level models focus on the effects of past and anticipated 
future downsizing on survivors (Kalimo, Taris, & Schaufeli, 2003), the role of 
information during downsizing (Blackman, 1993; Evans, 1999), and consequences 
such as job insecurity (Probst, 1999), voluntary turnover (Iverson & Pullman, 2000; 
Spreitzer & Mishra, 2000), equity/inequity, and lay-off stress (Shaw & Barrett-
Power, 1997, plIO) i.e., specific outcomes. There is little evidence ofa particular 
theoretical framework underpinning these models. However, many of the concepts 
used to explain downsizing draw heavily on stress research e.g., adaptation, or 
closely related concepts such as threat (e.g. Brockner, 1988; Whetten, 1980), which 
Brockner (1988, p241, cited in Shaw & Barrett-Power, 1997, pIll) suggest points to 
the possibility that equity and stress theories might be related derivatives of a more 
generic 'stress hypothesis. ' 
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In response to a body of literature characterized as multi-theoretical (Brockner, 
1988), and their perception that it was in need of a 'comprehensive theory that 
addresses downsizing processes across levels of conceptualization and over time' 
Kozlowski et aI., (1993, p266) developed a framework for this purpose. However 
Shaw & Barrett-Power (1997, plIO) argue that because it reflected a functional and 
organizational perspective, this reduced the possibility of developing downsizing 
concepts that cross levels of analysis. Thus their definition incorporates concepts that 
are 'more easily transportable across levels of analysis' (p 111), and reflects the belief 
that downsizing is a 'constellation of stressor events ... , which place demands upon 
the organization, work groups, and individual employees, and require a process of 
coping and adaptation' (Shaw & Barrett-Power, 1995, p5). This definition bears a 
striking similarity to Lazarus & Folkman's (1984, p21) definition of stress: 'a 
relationship between the person and the environment that is appraised by the person 
as taxing or exceeding his or her resources and endangering his or her well-being'. 
Moreover, there are significant similarities in the theory, and the conceptual 
framework. Five key concepts are embodied in the psychological transactional 
model: stress, appraisal, coping, person and environment antecedents of stress and 
coping, and short- and long-term adaptational outcomes (Lazarus & Folkman, 1984, 
p306). Whereas the conceptual framework (Shaw & Barrett-Power, 1997) has five 
components: appraisal, appraisal effectiveness, (coping) action, coping effectiveness, 
and reappraisal (Fig. 4.1). In addition, the authors suggest that by decomposing 
Lazarus & Folkman's concepts of appraisal, and coping effectiveness there are four 
categories of dependent variables of interest to downsizing researchers: (1) the extent 
to which an entity is able to collect a sufficient amount of accurate information from 
the environment concerning the situation, (2) the manner in which the information is 
utilized, (3) the nature of the coping action to deal with the stressor, (4) the long- and 
short-term effectiveness of these actions (Shaw & Barrett-Power, 1997, p122). These 
categories are an attempt to evaluate not only organizational effectiveness, i.e., the 
underlying reason for downsizing, but also individual, and work group effectiveness 
during and after such events (pII3). 
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Figure 4.1 Summary model of stress coping-based dependent variables in downsizing 
situations (Shaw & Barrett-Power, 1997, p122) 
Appraisal .... 
Appraisal effectiveness 
-,... 1. Restriction of Information Processing 
t 2. Constriction of Control ..... 3. Cognitive Errors 
Coping effectiveness 
....................................... 
• 1. Alleviate cause of stress .. 2. Motivate ~ Action 
3. Maintain equilibrium 1. Alone versus collective coping 
4. Enhance self-efficacy 2. Problem solving/Controlling 
5. Minimize negative outcomes 3. Emotional/withdrawal 
4. Severity 
5. Complexity 
6. Flexibility 
This unidirectional, static, antecedent-consequent conceptual framework reflects an 
interaction between stimulus and response, and represents stress as a mismatch 
between perceived demands and resources. However, Lazarus & Folkman (1984) 
note that perceptions of demands and resources are dependent on intervening 
variables. Psychologically this entails the coincidence of external demands with 
individual susceptibility characteristics that influence how situations are primarily 
appraised i.e., the meaning of an external event is influenced by individual 
differences in cognitive appraisal, such that this affects outcomes, or stress reactions. 
For example the extent to which an individual reports neuroticism may influence the 
psychological process whereby he/she perceives and thus appraises an event as more, 
or less threatening than another (Ferguson, 2002). 
Interaction models give breadth to the conceptualization of stress by focusing on the 
variables that need to be included, and considered simultaneously, however this is at 
the expense of depth i.e., the mechanisms involved (Furnham, 1977, p322). 
However, transaction models infer that a cause of psychological stress can be either 
in the person, or the environment. Moreover, a consequence at time 1 can become an 
antecedent at time 2 (Lazarus & Folkman, 1984, p293). This model is therefore 
concerned with process and is the meta-theoretical foundation on which Lazarus & 
Folkman's (1984) cognitive theory of stress rests. The researcher incorporated this 
process dimension into the 'working' model (Fig. 4.4; pI12). Specifically, she 
considered the environmental, personal, and group factors that might also influence 
primary and secondary appraisal among individual nurses, and their work groups. 
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The judgment that a particular person-environment relationship is stressful, hinges on 
cognitive appraisals. These are 'evaluative cognitive processes' such as attention, 
and perception, 'that intervene between the encounter and the reaction (through 
which) the person evaluates the significance of what is happening for him or her' 
(Lazarus & Folkman, 1984, p51-52). There are three types of cognitive appraisal: 
primary, secondary, and reappraisal. 
4.3 Primary appraisal tAppraisal? 
Although 'appraisal' begins the stress process according to Lazarus & Folkman, the 
concept is not only ambiguous (Bishop, 1999), but also unspecified by Shaw & 
Barrett-Power (1997). The aim of this section is to define appraisal in the context of 
downsizing, and to specify the person and environmental factors that may influence 
nurses' appraisal during such events. 
4.3.1 The concept of appraisal 
Appraisal consists of the judgment that an encounter is irrelevant, benign-positive, or 
stressful. If evaluated as stressful, the event is then appraised in terms of hannlloss 
(i.e., damage already sustained), threat (i.e., anticipated harms or losses), or 
challenge (i.e., holds the possibility for mastery or gain). The concept of threat is 
central to appraisal, and regarded as an imagined or anticipated future deprivation of 
something one values (Lazarus, 1966). Threat usually relates to the 'self, 
maintenance and enhancement of which is believed to be a basic human motive 
(Furnham, 1997, p321); but it has also been described as 'fantastically inclusive' 
(Withey, 1962, p93). 
4.3.2 Appraisal and downsizing 
The qualitative properties of downsizing in healthcare organizations were identified 
earlier (2.5.3). In terms of potential environmental stressors, these include layoffs, 
unfilled job vacancies, hiring freezes, early retirement incentives, job sharing, 
switching to part-time work, bumping, overtime restrictions, shortened working 
week/year, bed, unit, and hospital closures, pay freezes, budget cuts, discontinuing 
speciality services (Greenglass & Burke, 1997), redeployment, job change (Baumann 
et aI, 2001), job redesign (Jones, 2000), increases in UAPs (Shindul-Rothschild et aI, 
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1997), and dissolution of work teams (Dencker et aI., 1989). However, the meaning 
of such events for individual nurses, and their work groups is also influenced by 
personality, and other person-related factors i.e., transactions between person, 
environment, and group factors account for appraisal. 
4.3.3 Factors influencing primary appraisal 
Among the most important person antecedents to cognitive appraisal are patterns of 
motivation (i.e., values, commitments, and goals), and existential beliefs (i.e., about 
self and the world). However, beliefs about personal control are particularly 
important to stress theory (Lazarus & Folkman, 1984, p80) and with non-neuroticism 
represent 'core' evaluations of the self (Judge, Locke, Durham, & Kluger, 1998). 
Perceptions of control over ones environment, and self, influence emotion and 
coping (Lazarus & Folkman, 1984, p80). Such control is reflected in the concept of 
self-efficacy (Bandura, 1998), and is discussed later (4.5.3). 
Neuroticism, an alternative label for negative affectivity (NA; Burke, Brief, & 
George, 1993) is a stable and pervasive personality dimension has been widely 
reported to influence stress research (e.g., Moyle, 1995). In contrast, non-neuroticism 
has direct and indirect effects onjob satisfaction (Judge et aI., 1998). High NA 
individuals report more stress, distress, and physical complaints, in the absence of 
any objective stressor or health problem (Watson, Pennebaker, & Folger, 1986), and 
may even generate problems (Watson, 1990). NA has been found to operate via four 
pathways: to have direct effects on the strain measure; to act as a partial confound, 
i.e., gives rise to spurious correlations between environment and strain measures; to 
playa significant moderating (vulnerability) role, i.e., an individual's level ofNA 
determines their response to features of the environment; and to be mediated through 
perceptions of the work environment (Moyle, 1995). Thus NA may operate as a 
substantial nuisance factor, so there is a need to control for its effect. Research with 
regard to nurses during downsizing reflects these findings e.g., Ingledew et aI., 
(1997) found significant relationships between 'pressure' and neuroticism. 
Other person antecedents to cognitive appraisal that are relevant to the current study 
include socio-demographic, and professional characteristics. 
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Nurses' age is a particularly important socio-demographic characteristic, not only 
because younger nurses report higher intentions to leave nursing in the UK (Purvis et 
aI., 2003), and elsewhere (Aiken et aI., 2001), the reasons for which are discussed 
earlier (2.2.1 & 2.2.2.), but also because more than 1:10 UK nurses are aged 55 or 
over (Smith & Seccombe, 1998), which likewise has major implications for 
maintaining an adequate workforce (see 2.2.2). There is evidence that older nurses 
are confident in their abilities, capable of meeting the demands of hospital nursing, 
and working because they continue to care, despite the stressors of intergenerational 
conflict with younger nurses, less respect from patients and families, and inequity in 
pay (Meadows, 2002). However, older nurses are also leaving the NHS for a number 
of reasons: increased workload, lack of recognition, a 'long hours culture', 
compromises to the quality of patient care, lack of staff, lack of support, physical 
wear and tear, a rigid career system, significant changes in a person's role, such as 
having to move away from clinical nursing, continual change, and 'NHS bashing' 
(Meadows, 2002). In addition, whereas older nurses report more stress, younger 
nurses report better psychological health (Kirkcaldy & Martin, 2000). 
Comparatively little information is available regarding the ethnicity of the NHS 
nursing workforce. In 1995 89% of nurses, midwives and health visitors in the NHS 
(England) were White. This figure fell to 87% in 1999, with 4·7% Black and 1·60/0 
Asian. Importantly, the figures for 1995 show that the proportion of Black nurses 
rose with age. For example 6% of those aged 45-54 and 9% of those aged 55 and 
over were Black compared with less than 1 % of those under 25 and only 20/0 of those 
aged 25-34, which concurs with evidence that comparatively few students from 
ethnic minorities are coming into nursing (Ball et aI., 2000). However there has been 
a dramatic rise in the number of nurses (and midwives) from abroad that have 
registered with the UKCC recently (1998-9: 3,621; 2000-1: 8,403). The countries 
from which significant numbers have come to the UK include the Philippines, South 
Africa, Zimbabwe, Nigeria, India, and Ghana; at the same time there have been 
fewer nurses from Australia, and New Zealand (Norman, 2001). This suggests that 
not only is the number of non-White nurses who are comparatively unfamiliar with 
the NHS increasing, but also they may appraise restructuring events differently. 
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The other socio-demographic characteristics that have important implications for the 
study are nurses' gender, marital status, and dependent children. Ninety four percent 
of UK nurses are female (Ball & Stock, 2000, pI3). There is mixed evidence 
regarding gender and stress i.e., some researchers fmd that gender generally does not 
influence stress responses (Spielberger & Reheiser, 1994), whereas others find that 
women face a higher risk at work than men (Rabasca, 2000). Furthermore, gender 
affects neuroticism i.e., is higher in females (Eysenck & Eysenck, 1993~ AI-
Mashaan, 2001). 
Marital status relates to a belief that being married or in a long-term relationship is a 
source of social support. There is evidence that married nurses were significantly less 
likely to report feelings of burnout than single nurses (Chiriboga et aI., 1986). 
However, no data were available on marital status in the most recent RCN survey 
(i.e., Ball & Stock, 2000). 
Number of dependent children relates to a belief that they may be the source of role 
conflict, e.g., during school holidays, or when unwell. Two-thirds of respondents to 
the RCN survey had children living at home (i.e., 15% had pre-school children, and 
one-third had children of school age), and/or some had elderly dependents (Ball & 
Stock, 2000, pI3). The majority of nurses (60%) worked full-time. In the NHS 35% 
worked rotational shifts, which compares with 14% in the independent sector (Ball & 
Stock, 2000, pI3). Among the 14 factors the RCN survey identified would encourage 
nurses to stay in nursing, a third reflect this conflict: flexible working hours (45%»), 
better childcare facilities/support (34%), greater availability of part-time working 
(22%), better career break arrangements (26%), greater availability of job-shares 
(15 % ), and support for the care of elderly relatives (9%). Within the NHS, flexible 
working arrangements were most important to those with dependent children (Ball & 
Stock, 2000, p87). Having up to four children, but working under 20 hours a week 
reduced the likelihood of nurses experiencing health problems (Walters et al., 1996). 
The other group of person antecedents that are likely to influence cognitive appraisal 
in the current study are nurses' professional characteristics. These include: grade, 
years of experience, previous experience of restructuring, full-time/part-time work, 
hours, clinical specialty, and professional education. 
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96% ofNHS nurses are employed on a clinical grade, and as reported earlier (2.3.3) 
just over a half are at the top of their pay scale (Ball et aI., 2000). Regarding 
turnover, 36% ofNHS nurses agreed/strongly agreed that '] would leave nursing if] 
could'; this represented an 11 % increase compared with 1993 (Ball et al., 2000). 
More of those agreeing with the statement were hospital- (37%), than community-
based (29%); in general lower grade nurses were more likely to agree with the 
statement. One reason was a perceived lack of career advancement. Only 16% ofD-
G grade nurses, who were on the top increment of their pay scale in 1996 were on a 
higher grade in 1998; 2% were on a lower scale. The proportion of nurses on high 
grades (>G) declined (Ya to <%.) between 1991 and 1998; during the same period the 
proportion of lower grade posts (D & E) rose from 51 % to 62% (Smith & Seccombe, 
1998). Between 1990 and 1999 there was a marked increase in F grade posts, a 
substantial decrease in G grade posts, while the overall number of vacancies 
remained at 20,000 (Ball & Stock, 2000). Although grading was umelated to job 
stress and outcome health variables, including job satisfaction (Kirkcaldy et aI., 
2000), E grade general and psychiatric nurses were more likely to report stress than 
D grade nurses (Muscroft & Hicks, 1998), and qualitative differences in stress were 
found between leaders, and lower grade hospital nurses (Tovey & Adams, 1999). 
Nurses having less experience generally described and responded to hospital 
downsizing in more negative terms, but reported better health, reflecting their 
younger age (Burke et aI., 2000b). In contrast, more experienced nurses reported 
lower feelings of job insecurity (Burke et aI., 2000b). 
No evidence of the effect of a previous downsizing was found in relation to nurses. 
However, there is some evidence that past, and anticipated experience of downsizing 
in other workers is associated with similar elevated levels of psychological strain, 
cynicism, and absence (Kalimo et aI., 2003; Jalajas & Bommer, 1999). 
67% ofNHS nurses who responded to the RCN survey worked full-time, but there 
were variations by age: 80% under 30 worked full-time, but 600/0 between 30 and 39 
(Ball et aI., 2000). Following restructuring lower grade Canadian nurses reported 
concerns with job insecurity, as they were more likely to have been forced into part-
time jobs (Keil et aI., 2000)~ part-time nurses reported higher intentions to leave 
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(Maurier & Northcott, 2000). However, Burke & Greenglass (2000a) found that 
althoughfull-time and part-time nurses described hospital downsizing similarly, full-
time nurses reported greater emotional exhaustion, poorer heal~ and greater 
absenteeism, but lower intention to leave. 
There is mixed evidence regarding the stress reported by nurses in different clinical 
specialities (Foxall, Zimmerman, Standley, & Captain, 1990), and limited evidence 
in the context of downsizing (e.g., Muscroft & Hicks, 1998). However there are 
some indications that differences may relate to site, and local management factors 
(e.g., Muscroft & Hicks, 1998; Tovey & Adams, 1999). 
There is also evidence that a higher level of professional education is associated with 
higher professional autonomy (Ferguson, 1998), but limited evidence in the context 
of downsizing (e.g., Hannigan et aI., 2000). Since the mid 1990's all UK nursing 
students have been educated to at least diploma level, and all nurses who wish to 
continue practising are required to demonstrate maintenance of professional 
competence through undertaking regular study (UKCC, 1997). An unintended 
consequence of higher education is the opportunity to obtain jobs outside nursing, 
which offer higher rates of pay. 30% of nurses on the top increment of grades F to I, 
and 28% of those on the top increment of grades C (Enrolled Nurse) to E, stated they 
were looking for non-nursing work (Smith & Seccombe, 1998). 
The above review of person factors suggests that they influence outcomes, but not 
specifically that they influence cognitive appraisal. However, Lazarus & Folkman 
(1984, chapters 3 & 4) indicate that not only may they influence cognitive appraisal, 
but also the transaction between person and situation (i.e., environmental) factors 
influences appraisal. Environmental antecedents include the novelty, predictability 
and certainty of the event, as well as temporal factors such as the imminence, 
duration, temporal uncertainty, ambiguity, and timing of the event in relation to the 
life cycle (Lazarus & Folkman, 1984, pllS). 
Various formal properties have been identified that may affect the stressfulness of 
situations. Specifically, stressors that have properties of novelty, unpredictability, 
and event uncertainty create the potential for harm, threat, or challenge (Lazarus & 
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Folkman, 1984, p115). However the authors suggest that a novel situation will result 
in a 'threat' appraisal only if 'some aspect of it has previously been connected with 
harm'. Besides and in addition to the properties identified by Lazarus & Folkman 
(1984), there is evidence that other properties increase the probability of events being 
appraised as stressful. Specifically, events that are negative, uncontrollable (Steiner, 
Norman, McFarlane, & Roy, 1981; McFarlane, Norman, Streiner, & Roy, 1983), 
uncertain (Greco, 2003), ambiguous (Billings & Moos, 1984; Gal & Lazarus, 1975; 
Kaloupek & Stoupakis, 1985), unpredictable (Carpenter, 2000), and overwhelming 
(Cohen & Spacapan, 1978; Cohen & Williamson, 1988). Unpredictable or 
overwhelming events are particularly demanding (Cohen, 1978). 
In relation to these properties, restructuring has the potential to affect nurses' 
psychological well-being. Specifically, there is evidence that it may entail novelty 
e.g., a new manager and/or culture (Jones, 2000), environment and/or relationships 
(La Fleur, 1998). It is likely to be unpredictable e.g., the process of change (Aiken, 
Sochalski, & Lake, 1997), responses of colleagues (Spence Laschinger et aI., 2001), 
and patients, such as increased violence (Duncan et al., 2001). It is likely to be 
uncontrollable e.g., insufficient or conflicting information about the event (Jones, 
2000), lack of participation in decision-making (Beckworth, 1996), and be associated 
with lower patient outcomes (Blegen, Goode, & Reed, 1998; Shindul-Rothschild et 
aI., 1997). It is likely to create a sense of uncertainty e.g., about being able to work 
satisfactorily in the new environment (Johnston, 1997), and the future of the 
organization (Armstrong et aI., 1996). In addition, an event has the potential to be 
overwhelming, such as when several professional, and personal changes are involved 
e.g., relocation, re-grading, new culture, work group, shifts, changed travel 
arrangements, and family care commitments. The effect of such adverse 
psychological events is to increase the likelihood of threat perception. In addition, 
threat may be increased where previous experience of an event has been negative 
and/or overwhelming. 
Temporal situational factors also influence appraisal: imminence, duration, and 
temporal uncertainty. The more imminent an event the more urgent and intense the 
appraisal; the less imminent the event the more complex the process becomes. Over 
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time however the individual may reduce threat through cognitive coping (Lazarus & 
Folkrnan~ 1984~ pI15). The length of time during which stressors are experienced 
may not necessarily lead to exhaustion~ as Selye~s model indicates, but instead~ 
emotional habituation. Temporal uncertainty may generate coping activity, which 
reduces stress~ or according to Neugarten (1976) and Neugarten & Neugarten (1987) 
creates the potential for stress. 
In addition to the person and situational antecedents cited above, the researcher 
believed that for some nurses the experience of home-work conflict would influence 
cognitive appraisal. Conflicts between work and home demands and responsibilities 
i.e., WFC (work-family conflict), and FWC (family-work conflict), have been the 
focus of much research (e.g., Allen~ Herst~ Bruc~ & Sutton~ 2000)~ but a lack of 
consensus~ and dramatic changes in work over time, led Barnett & Hyde (2001) to 
review the literature. They proposed that multiple roles are beneficial to men and 
women~ because work increases income~ social support~ and opportunities to 
experience success. Benefits however, depend on the number of roles and the time 
demands of each, thus they acknowledge the possibility of overload. However, they 
note that role quality is more important than number or demands of roles vis-a.-vis 
psychological and physical health. They also state that gender differences are small, 
and therefore do not need to force men or women into highly differentiated roles. 
Despite this Burke & Greenglass (1999; 2001c) found both such conflicts in their 
study. In a sample that comprised 94% women~ 500/0 part-time, 800/0 married or in a 
long-term relationship, 75% with children, they reported significantly greater WFC 
than FWC. Downsizing variables, which were predicted by personal demographics~ 
and reduced by spouse support, predicted WFC. Conversely, FWC was predicted by 
personal demographic variables, and reduced by spouse support. Both types of 
conflict were associated with greater psychological distress, and less job satisfaction. 
In the NBS, 58% of nurses have caring responsibilities, for children (40%), 
dependent adults (14%)~ or both (40/0) (Smith & Seccombe, 1998). Contrary to 
expectation, Tovey & Adams (1995) found that hospital nurses made no comments 
of such conflicts, which they suggest may indicate that they are implicit in nurses' 
jobs. Nevertheless, Weinberg & Creed (1998) reported a significant negative 
relationship between psychological well-being and perceived sources of stress, 
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especially factors outside work. Subsequently they reported that WFC was a major 
source of stress among female healthcare professionals (Weinberg et aI., 2000). 
Conversely, FWC was associated with nurses' job stress, and had a negative impact 
on psychological well-being (Kirkcaldy et aI., 2000). 
Allen et al. (2000) suggest that there is a need for longitudinal studies, in order to 
become clearer about the effects of such conflicts over time, to identify intervening 
and moderating factors, and because of the significant costs of stress-related illness 
e.g., an award of £67,000 in a British court to an employee for 'personal injury 
caused by stress in the workplace' (Spiers, 1999). Moreover, such conflicts may 
influence appraisal of restructuring events, as well as reduce nurses' job satisfaction, 
and increase their intentions to leave. 
The evidence provided above indicates that personality, socio-demographic, and 
professional characteristics, as well as conflicts between home and work may 
influence nurses' appraisal of a restructuring event i.e., the meaning of an event. 
Furthermore, group factors, and processes such as those described earlier (3.3) may 
be antecedents to appraisal. Groups comprising independent or dependent members 
may report lower cohesiveness, which is likely to be associated with less 
communication, and participation in decision-making (Mullins, 1993). Moreover, 
perceptions of threat may be associated with a change in leadership style, such that 
there is more reliance on the leader, less member responsibility (Foushee, 1984), 
and/or the likelihood that members use others as a source of information. This 
situation may affect group effectiveness but is unlikely for example, when the actual 
leader demonstrates- transformational characteristics (Bass, 1996). 
In conclusion, these person, situation, and group factors are not only likely to 
influence each other, but also to influence and be influenced by the restructuring 
event, as well as the next stage in the stress process. According to Shaw & Barrett-
Power (1997) this is the extent of appraisal effectiveness i.e., appraisal that includes 
realistic judgments about the implications of an event for the individual (Lazarus & 
Folkman, 1984 p186). 
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4.4 Appraisal effectiveness (,Information & participation? 
Appraisal effectiveness hereinafter referred to as 'information & participation' 
represents the making of realistic judgments about the implications of an event for an 
individual's well being (Lazarus & Folkman, 1984 p186). It concerns whether an 
individual evaluates appropriately the nature of a potentially stressful event. 'Is is 
really an event which must be dealt with ifharm is to be avoided?' 'If it is, what 
options does the entity have for dealing with it?' The extent to which the entity can 
answer these questions accurately represents appraisal effectiveness (Shaw & 
Barrett-Power, 1997, pI13). These authors specify that this concerns the extent to 
which an individual/group has and uses appropriate information, and participates in 
decisions that affect them. 
Motivational, person, and situational factors contribute to the relationship between 
information search and utilization activities. For example, in a situation with an 
uncertain but unavoidable outcome, participants chose information rather than no 
information, but there were large and consistent individual differences in preference 
for information (Lanzetta & Driscoll, 1966). A study on pre-decisional information 
search revealed that neither initial uncertainty regarding the decision problem, nor 
prior emotional arousal affected the amount of information acquisition prior to 
decision-making (Driscoll & Lanzetta, 1964). However, differences in problem 
uncertainty within high uncertainty conditions were negatively related to information 
search. In general, decision-making became more facile with increasing experience. 
Recently more evidence of the psychological factors that influence the relationship 
between information search, and decision-making activities clarifies how this may be 
applicable in downsizing (Daniels, 1999). This indicates that decision-making entails 
at least three stages: recognizing a decision needs to be taken, searching for 
information to determine key factors and possible options, and making a choice 
(Mintzberg, Raisinghani, & Theoret, 1976, cited in Daniels, 1999, p24; Fig. 4.2). 
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Figure 4.2 The strategic decision-making process (Daniels, 1999) 
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Thus each stage involves social activities, i.e., debate, negotiation, informal 
discussion; all are concerned with recognizing the issues, deciding the importance of 
information, and taking the final decision (Eden, 1992, cited in Daniels, 1999, p24). 
Thus Daniels et al (1994, cited in Daniels, 1999, p24) suggest that individual 
information processing directly influences each stage of decision-making. Moreover, 
there are social influences on such processing e.g., a work group influences decision-
making via individual cognitive processes, as it is individuals who ultimately consent 
to or comply with the decisions. Furthermore, affect impacts on information 
processing either by influencing attention, or recall processes (Matthews, 1993, cited 
in Daniels, 1999, p25). In organizational settings studies have examined affect in 
terms of how perceived stressfulness is related to the personal characteristic NA 
(e.g., Daniels, 1999, p25). 
In contrast, Shaw & Barrett-Power (1997) attribute information processing responses 
in downsizing events, to the external perception of threat associated with changes in 
motivational, and cognitive processes. Whereas information search and utilization 
activities are undertaken effectively in non-stressful situations, and early in the 
downsizing process, they are likely to be less effective in stressful situations (Shaw 
& Barrett-power, 1997). This belief is based on 'a model of individual response to 
threat' (Staw et al. 1981, p506), and accords with Lazarus & Folkman's concept of 
threat (1984). Staw et al propose that perceived threat leads to psychological stress, 
which has cognitive/motivational manifestations, and behavioural consequences, i.e., 
that performance (in these activities) declines. 
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4.4.1 The concept of information & participation 
'Restriction of information processing' and 'constriction in control' represent the 
cognitive/motivational manifestations of stress (Shaw & Barrett-Power, 1997 p 114-
117). Behavioural consequences follow restriction of information processing, and 
arise when an individual's dominant responses are inappropriate to the situation. 
Stawet aI. (1981, p502) suggest that this 'rigidity' in an individual's response then 
intensifies their perception of threat. These less effective ways of dealing with a 
situation are more likely during radical change such as downsizing, than during 
incremental change, and characterized as 'threat rigidity syndrome'. This view finds 
other support, with the proviso that alternatively individuals can face the underlying 
complexity of (new) experience, gather new information, and recast and reconfigure 
the (cognitive) structures that underlie their habitable worlds (Peterson & Flanders, 
2002). 
Restriction of information processing is 'reliance upon internal hypotheses and prior 
expectations, plus attention to dominant or central cues and away from peripheral 
cues' (Staw et al, 1981, p503). These authors indicate that under conditions of 
perceived threat there is a narrowing of the cognitive and perceptual field, as the 
result of which individuals become less able to discriminate among items of 
information provided to them, and often ignore peripheral information relevant to the 
problem (postman & Bruner, 1948; Pierzchala, 1979; Pury, 2002). In the group 
context, Driskell et al (2000) found that stress results in a narrowing of team 
perspective and when the effects of team perspective were controlled, the effects of 
stress on team performance were substantially weakened. 
Intense filtering of information also occurs (Downs, 1967). Fewer channels of 
communication are used and decision-makers tend to rely on pre-existing internal 
hypotheses and expectations about the nature and solution to problems rather than on 
information that is currently available (Hermann, 1963; Staw, et aI., 1981), as well as 
intuition (Khatri & Ng, 2000). Since information serves as the primary stimulus to 
actions taken to deal with a restructuring situation, when it is incomplete or 
inaccurate, behaviours are likely to be misdirected. 
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Constriction in control is a 'tendency toward emitting well-learned or dominant 
responses' (Staw et aI., 1981, p506). The authors cite a number of studies, \vhich 
indicate that authority over the decision-making activities, tend to become 
constricted during high stress situations. For example, Hermann (1963) found a 
decrease in the level of group member participation during high-stress situations, and 
suggests this is evidence of such constriction of authority. Decision-making also 
tends to become more formalized and moves towards 'core areas' of the organization 
(Fells, 1986). The extent to which individual employees allow their decision-making 
processes to be influenced by others in their work and non-work situations is 
reflected in the concept of constriction in control. 
In addition to the literature on the antecedents and consequences of decision-making 
in stressful situations, there is a body of research and theory indicating that 
perceptual errors and bias may enter the decision-making process (Robbins, 1993). 
Under threat conditions, decision makers may exaggerate the probability of negative 
effects occurring, and the cost of these events (Warda & Bryant, 1998), and make 
incorrect attributions of causality followed by stereotypical (often incorrect) 
responses to the problems faced (Bougon, Weick, & Binkhorst, 1977). Research on 
cognitive schema has shown, once categorization occurs, information presented later 
is often ignored or selectively perceived (Rosch, 1975). Fewer options are 
considered, and there is a strong tendency towards dominant responses and/or well-
learned standard operation procedures (Hermann, 1963; Smart & Vertinsky, 1977; 
Staw et aI., 1981). Faulty attributions and early categorization tend to be highly 
interdependent e.g., (Mikulincer, Kedem, & Paz, 1990). Early categorization leads to 
selective perception, which enhances the likelihood of making incorrect attributions 
of causality. 
4.4.2 Information & participation and downsizing 
Evidence of the effects of information search and utilization activities by nurses 
during downsizing was provided earlier (2.5.4). There is similar evidence in non-
healthcare organizations. For example, access to information about an event directly 
and indirectly influenced survivors' reactions to it (Evans, 1999), such that the 
primary recommendation was to inform personnel fully about plans and criteria for 
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downsizing in a timely manner to enhance positive survivor reactions. In addition 
there is evidence that the quality of communication, and trust in managers 
significantly affected morale (Patterson & Cary, 2000). 
'Structural holes' arising from changes in social networks led to increased stress 
(Susskind, 1997), and lack of communication contributed to ambiguity regarding 
roles, and values, and was associated with reduced long-term adaptation (Gray, 
1996). Participation in decision making contributed to the maintenance of well-being 
and a reduction in intention to leave during downsizing (parker, Chmiel, & all, 
1997), as well as gaining consensus in dealing with an event (Noone, 1996). 
Regarding groups, threat perception is likely to increase cohesiveness, and thereby 
reduce openness to new information (Pech, 2001). There was a negative relationship 
between effective layoff communication and lay-off survivor syndrome (i.e., a 
composite measure of employee morale, job performance, turnover intention, 
organizational risk-aversion, and work-related stress), and also between lay-off 
survivor syndrome and quality of organizational communication (Wong, 1999). 
Communication factors, as well as support mediated stress outcomes, but lack of 
communication contributed to a senior manager culture that was incongruent with 
that of employees, and impeded the downsizing process (Sutherland, 1998). 
4.4.3 Factors influencing information & participation 
The factors that influence information search and utilization are partly inherent in 
these activities. Firstly, there are motivational issues. Evidence provided above 
suggests that given an uncertain, but unavoidable situation people chose information 
rather than no information (Lanzetta et aI., 1966). Secondly, the matter of 
recognizing that an event is potentially harmful i.e., a cognitive process, which may 
or may not become apparent through social interaction (Daniels, 1999). Thirdly, 
there is the perception of threat on this process, which may restrict, constrict and 
distort these motivational and cognitive processes, such that individuals' and groups' 
ability to appraise the implications of the situation is inaccurate (Staw et al., 1981). 
Although there is no evidence of the extent to which employees are motivated to 
seek information, there is some evidence that formal and informal 'communication', 
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and social activities were part of the strategy to reduce the potentially negative 
impact when two cultures merged in the NHS (McClenahan et aI, 1999, pl0). Such 
activities at best are likely to involve reciprocity i.e., giving and attending to factual 
and affective information, which in turn help with sense-making, and thus coping. 
Furthermore, there is evidence that empowerment is linked with nurses' decisional 
involvement (Laschinger, Sabiston, & Kutszcher, 1997). This may not only be 
associated with structural power within organizations, but also with transformational 
leadership. However, information & participation is also likely to be influenced by 
the person, and situation factors discussed above (4.3.3), although no specific 
references were found. Moreover, it is likely to be influenced by group cohesiveness 
such as described above, and in 4.3.3. 
In conclusion, information & participation represents the means by which an 
individual/group is able to evaluate the implications of a restructuring event for their 
psychological well-being. Moreover, it forms the basis for decisions regarding which 
coping efforts might best be employed, which in turn may influence information 
search and utilization activities. 
Coping effectiveness deals with two issues: (1) which coping methods does the entity 
use, and (2) do they work? Shaw & Barrett-Power (1997, p118) label the former 
(coping) action (i.e., coping efforts and styles), and the latter coping effectiveness 
(i.e., criteria against which the effectiveness of the actions are measured) (Fig. 4.1). 
Once an entity has appraised an event to be negative in which case it is judged in 
terms of harm, loss or challenge, it makes a secondary appraisal. This is an 
evaluation of the entity's coping resources and options to determine whether they 
will be sufficient to overcome the harm or threat (Lazarus & Folkman, 1984). 
4.5 Secondary appraisal tCoping action? 
Secondary appraisal is a judgment of what might or can be done, and thus relates to 
the concept of coping. This is defined as 'constantly changing cognitive and 
behavioural efforts to manage specific external and/or internal demands that are 
appraised as taxing or exceeding the resources of the person' (Lazarus & Folkman, 
1984, p 178). This represents a process rather than a trait approach, and distinguishes 
between coping efforts, and outcome behaviours. Thus coping occurs in stages, but 
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Lazarus & Folkman note that 'the ordering and duration of different kinds of coping 
(may vary) across and even within different types of stressful encounter'. Coping 
serves two functions 'managing or altering the problem with the environment that is 
causing distress (i.e., problem-focused coping), and regulating the emotional 
response to the problem (i.e., emotion-focused coping).' These influence each other, 
such that they may facilitate or impede (Lazarus & Folkman, 1984, p179). 
Like other approaches (e.g., Anderson, 1976; Latack, 1986; Latack & Havlovic, 
1992; Moos & Billings, 1982; Newman & Beehr, 1979; Suls & Fletcher, 1985), 
coping efforts also involve whether the individual seeks support from others or not. 
In addition, coping activity reflects responses to internal and external demands 
through changes in three coping style dimensions specifically, the severity, 
complexity (i.e., numbers of strategies used), and flexibility (i.e., over time) of 
responses (Lazarus & Folkman, 1984, p180). Moreover, coping is governed by the 
interaction between situational constraints and coping dispositions, and general 
beliefs about the environment and one's resources (Lazarus & Folkman, 1984, p179). 
4.5.1 The concept of coping action 
Shaw & Barrett-Power base their concept of coping action, on the four dimensional 
framework proposed by Latack & Havlovic (1992, p497): 
a) Problem/task focus (active), involving cognitive (individual) methods i.e., 
control (active) or escape coping (passive) 
b) Emotion/reaction focus (passive), involving cognitive methods i.e., control 
(active) or escape coping (passive) 
c) Problem/task focus (active), involving behavioural methods i.e., SOCial, 
sol itary, control (active) or escape coping (passive) 
d) Emotion/reaction focus (passive), involving behavioural methods i.e., social, 
solitary, control (active) or escape coping (passive) 
These dimensions can be applied to downsizing at each level (Shaw & Barrett-
Power, 1997, P 118). The authors propose therefore that entities may attempt to cope 
with stressors alone, and/or in association with others; they may adopt problem-
and/or emotion-focused strategies, which involve attempts to control, and/or 
withdraw from the situation. They support the view that a combination of problem-
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focused and controlling activities represents an active approach, whereas emotion-
focused and withdrawal strategies constitute a passive approach to coping with 
stressors. In addition, they indicate that coping activity may vary in severity, 
complexity, and flexibility (Shaw & Barrett-Power, 1997, p120). 
There is some evidence that such coping efforts also exist at the group level i.e., 
there are collective coping strategies (e.g., Laensisalmi, Peiro, & Kivimaeki, 2000). 
These authors found group coping mechanisms had their origin in the organizational 
environment. They found that emotion- and appraisal-focused strategies were mostly 
used for coping with thefeelings associated with intra-organizational stressors. For 
example, emotion-focused mechanisms related to the organizational climate (i.e., the 
extent to which members perceived theirs was different from a mythical 'healthy 
climate'). In contrast, appraisal-focused strategies included 'story-telling' (i.e., 
relating current events to the 'good old days'), and protecting collective self-esteem 
(i.e., making positive comparisons with other groups). However, one group 
ostracized by the others known as the 'penal colony' group, used problem-focused 
strategies e.g., by complaining through the hierarchy when facing oppression, as well 
as emotion-focused strategies, such as 'pottering' i.e., avoidance to deal with 
perceived stressors. 
Social support has been defined as 'information from others that one is loved and 
cared for, esteemed and valued, and part of a network of communication, and mutual 
obligations' (Cobb, 1976). It is believed to improve people's ability to cope as the 
result of tangible assistance, information and emotional support (House, 1981; 
Schaefer, Coyne, & Lazarus, 1981), and refers to individuals or groups. The positive 
role of social support and the impact of supportive relationships on well-being and 
adjustment to stress is well documented (e.g., Rhoades & Eisenberger, 2002). 
However, recently there is evidence that such relationships are not necessarily 
positive or supportive (e.g., Lakey & Cohen, 2000). Indeed there is some evidence 
that well-being is better explained by negative rather than positive effects of 
relationships (Thomacos & McMurray, 2003). Moreover, the ameliorating effect of 
support on occupational stress produces weak, inconsistent, and even contradictory 
results (Beehr, Fanner, Glazer, Gudanowski, & Nair, 2003). In addition, the 
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psychological mechanisms involved are confusing (i.e., direct, indirect, mediatio~ 
and moderating or buffering effects). For example, a sense of personal efficacy not 
only mediates the impact of social support on depression but also functions as a 
determinant of social support (Bandura, 1998); co-worker, and partner support on 
adaptation is mediated through coping responses (e.g., Terry, Rawle, & Calla~ 
1995a); co-worker and supervisor support moderates the job insecurity-job 
satisfaction relationship (Lim, 1997), they contribute to buffering individuals against 
job dissatisfaction when their job security was at stake (Lim, 1996), and coping 
resources, and strategies have direct effects on adjustment to stress, and there are 
indirect effects through both situational appraisals and coping responses (Terry et aI., 
1995a). Moreover, the ability to use social support effectively appears to vary with 
the support available and between individuals, suggesting some may have more 
facility to gain support than others (Dunkel-Schetter, Folkman, & Lazarus, 1987). 
In a study of non-downsizing employees' Beehr et al (2003) examined the sources of 
inconsistencies regarding the benefit of support in alleviating organizational stressor-
strain relationships, specifically, stressor-support congruence, and gender roles. They 
hypothesized that if the source of stress, and support were the same, it was less likely 
that this support would moderate the stressor-strain relationship (Blau, 1981). In 
addition, they hypothesized that this relationship would be moderated by gender role 
i.e., a negative relationship between support and strain would be stronger when the 
source of support assumed a more 'feminine' role (Greenglass & Burke, 1988). 
Among their findings were that supportive communications from an employee's 
supervisor made the causal relationship between stressor and strains stronger, 
because of the congruence between stressor and support sources. This increased 
cognitive dissonance between the supervisor 'stressing' and 'supporting' and created 
tension, such that strain was increased. Moreover, they found some evidence that 
employees' with more feminine gender roles responded to social support more 
favourably than others. This was attributed to the ability of these employees to use 
social support more effectively i.e., congruence between asking for help and the 
traditional gender role, such that they reported lower psychological strain, and 
reduced job dissatisfaction. 
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Thus the concept of coping action is theoretically complex~ changes in response to 
ongoing appraisals, and involves not only individual and group coping strategies, but 
also the unclear role of social support. Specifically, in tenns of the psychological 
mechanisms involved, and the extent to which support does alleviate the stressor-
strain relationship, where the supervisor both stresses and supports employees. Such 
a situation is likely in a bureaucratic, hierarchical organization like the NHS. 
4.5.2 Coping action and downsizing 
Evidence of the nurses' coping efforts during downsizing was provided earlier 
(2.5.4). This included instances of perceived benefits of support from line manager 
(Perryman et aI., 2003), co-workers (Gaynor et aI., 1995), unions, and the 
organization (Burke et aI., 2001 b), and the use of control coping strategies (Burke et 
aI., 2000c). However, there is also evidence that nurses report lower coping 
responses, and less support than other healthcare professionals (Lees, 2001), and that 
hospital nurses are particularly at risk during downsizing (Greenglass et aI., 1998). 
Evidence regarding downsizing in non-healthcare organizations indicates that there is 
considerably less coping research, than there is regarding outcomes (Robblee, 1998). 
Nevertheless, there is evidence that individuals cope alone, as well as with others. 
F or example, when affected by issues of shame and guilt, individuals may cope alone 
(Finkenauer & Rime, 1998), whereas intense negative emotions are likely to be 
shared with others, and this infonnation is likely to contribute to group knowledge 
(Rime & Christophe, 1997). 
Social support in terms of emotional, esteem, infonnational, and tangible support is 
reported from various sources; it involves reciprocity, and may derive benefits for 
both entities. For example, a meta-analysis of perceived organizational support found 
that this was associated with job satisfaction, and lower intentions to leave the 
organization (Rhoades et aI., 2002). Supervisor, and co-worker support among 
female employees was more closely related to global emotional support than 
instrumental support (Fenlason & Beehr, 1994). Maintaining contact with co-workers 
was reported as most important during downsizing, even when the event had more 
personal than professional impact (Mietlicki, 1997). Others report that the restricted 
nature of the communication flow within an organization prior to downsizing, gave 
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rise to the use of non-verbal cues to make sense of individual behaviors and changes 
in relationships~ morale~ and workflow (Egdorf~ 1997). Finally there is evidence that 
trade union action ameliorated workforce reduction strategies (Sutherland~ 1998)~ 
and provided employees with direct tangible support~ as well as a sense of vicarious 
control in stressful situations (Shaw~ Fields~ Thacker~ & Fisher~ 1993). 
Further evidence in non-healthcare organizations indicates individuals benefit from 
using both problem- and emotion-focused strategies during downsizing. Examples of 
problem-focused coping include information seeking regarding the specifics of 
downsizing~ which was positively associated with job satisfaction (Robblee, 1998); 
perceiving oneself to have influence over decision-making at work predicted 
increases in problem-solving coping efforts, and decreased intentions to leave 
(Heaney, House, Israel, & Mero, 1995). In addition, emotion-focused strategies 
mediated the stress-adjustment relationship more strongly than problem-focused 
strategies (Terry, Tonge, & Callan, 1995b), although they were also associated with 
somatic complaints (Begley, 1998). 
Despite the generally accepted utility of possessing coping resources, some recent 
research has cast doubt over the benefits of individual coping resources during 
organizational changes (Mak & Mueller, 2000). They cite evidence that work 
environments may restrict the possibility for individual use of coping resources, and 
necessitate the use of collective coping strategies (Menaghan & Merves, 1984; 
Shinn~ Rosario~ Morch, & Chestnut~ 1984). 
4.5.3 Factors influencing coping action 
Among the person antecedents to secondary appraisal are personal resources, such as 
finance, problem solving skills, health, and energy. Again, socio-demographic, and 
professional characteristics may influence these resources. Environmental 
antecedents include the existence and quality of social support (Lazarus & Folkman, 
1984, p211). 
Personality traits such as neuroticism (Gibson, 1994; Bohner & Weinerth, 2001), and 
self-efficacy (Brown~ Ganesan, & Challagalla, 2001), as well as conflict created by 
home/work demands (Grant-Vallone & Donaldson, 2001; Behson, 2002), have the 
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potential to influence secondary as well as primary appraisal. For example, positive 
relationships were found between threat perceptio~ neuroticism, and escape-
avoidance coping, whereas neuroticism was negatively related to seeking social 
support and positive reappraisal, and self-efficacy beliefs tended to predict problem-
focused coping (Maxim, 2000) i.e., self-efficacy was associated with control beliefs. 
Bandura (1998) indicates that coping behaviours correspond closely to self-efficacy, 
with higher levels of perceived self-efficacy being accompanied by greater 
performance attainments. Higher levels of group potency reflect group beliefs in their 
effectiveness (Guzzo, Yost, Campbell, & Shea, 1993). 
The construct of self-efficacy represents a core aspect of social-cognitive theory 
(Bandura, 1998). Individuals' beliefs in their efficacy influence the course of action 
they choose to pursue, how much effort they put into endeavors, how long they 
persevere, whether their thought patterns are self-aiding or self-hindering, how much 
stress they experience when coping with taxing environmental demands, and their 
levels of accomplishment. Thus self-efficacy entails regulation of motivation, 
cognitions, affect, actions, or changing the environment depending on what the 
person seeks to manage. 
People with a high sense of self-efficacy are likely to enhance 'socio-cognitive' 
functioning in relevant domains in various ways (Bandura, 1998). Individuals are 
more likely to appraise difficult situations as a challenge, rather than a threat, and to 
become involved in activities associated with the situation. They are likely invest 
effort in the task, are not dissuaded by set-backs, indeed these are likely to lead to 
more effort and reflect a sense that they can have control over them. In contrast, 
people with low self-efficacy in particular domains shy away from difficult tasks in 
those domains. They have reduced self-motivation, weak commitmen~ low 
aspirations, and tend to give up easily. In taxing situations they dwell on personal 
deficiencies the formidableness of the task and the adverse consequences of failure. , 
Such thinking further undermines activities to improve the situation and is likely to 
result in depression and stress. 
There is some evidence of the role of self-efficacy during downsizing. For example, 
information seeking and self-efficacy contributed to self-regulatory effectiveness, 
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such that high self-efficacy employees were able to effectively use the combination 
of inquiry and monitoring to clarify role expectations, whereas low self-efficacy 
employees' were not (Brown et aI., 2001). Nurses with strong self-efficacy beliefs 
reported they were equitably treated by the organization for which they worked even 
when they felt that they received relatively little informational support, whereas 
nurses with weak self-efficacy beliefs were apparently sensitive to the degree of 
informational support (Van Yperen, 1998). Other evidence indicates a negative 
correlation between self-efficacy, and both threat perception and emotional distress 
(Ide I et aI., 2003), greater self-efficacy associated with lower anger (Greenglass & 
Burke, 1997), control coping and self-efficacy with increased job satisfaction, and 
lessened nurses' distress (Greenglass et aI., 2000) and a negative correlation between 
self-efficacy and the components of burnout (Gordon, 1994). However there was also 
evidence that higher levels of socially-prescribed perfectionism and higher levels of 
self-efficacy were strongly related to both job and life stress (O'Brien & Page, 1994). 
Group potency is defined as 'the collective belief in a group that it can be effective', 
and its role in determining effectiveness (Guzzo, et aI., 1993). This view of potency 
is based on studies of differences in work group effectiveness (Sayles, 1958; 
Hackman, 1990; Larson & LaFasto, 1989, cited in Guzzo et ai. 1993). Beliefs about 
likely effectiveness are related to actual effectiveness, as a cause and consequence, 
and are shaped by the group's context (Hackman, 1990). Confidence about success, 
related to the adequacy of resources are critical to team effectiveness (Larson & 
LaFasto, 1989). 
Potency is also a motivational construct in that it shares a motivational similarity 
with self-efficacy (Guzzo, et ai. 1993). However it differs from self-efficacy in three 
respects. Self-efficacy refers to an individual's belief in their performance, which 
may contribute to group potency (Fernandez-Ballesteros, Diez-Nicolas, Caprara, 
Barbaranelli, & Bandura, 2002), whereas potency refers to a group's belief; these 
may not be congruent for a particular individual simultaneously. Secondly, self-
efficacy is personal and private (Bandura, 1982; 1986), whereas potency is shared 
between group members, and known to others. Thirdly, self-efficacy is a specific 
belief about personal expectations on particular tasks', whereas potency is a 
106 
generalized belief about the effectiveness of the group in complex environments, and 
across multiple tasks. 
Potency is a reliably measurable attribute of groups, and a predictor of group 
performance (Shea & Guzzo, 1987), although excessive potency may be detrimental 
to group performance (Shea et aI., 1987) e.g., lead to faulty decision-making (Janis, 
1982, cited in Guzzo et aI. 1998, p99). 
Figure 4.3 A conceptual model of the causes and consequences of potency (Guzzo 
et aI., 1993) 
F actors external to the group 
Resources 
Vicarious learning 
Rewards 
Verbal persuasion 
Leadership 
Reputation 
Potency 
Factors internal to the group 
Group goals 
Group size 
Members' abilities/skills 
Members' experience/knowledge 
Physiological state 
~--------~~~ ~~~----------~ 
,.. '-----------' .... 
Group (performance) effectiveness 
The conceptual framework indicates that not only does potency affect performance 
but also that this influences group potency, which in turn is influenced by factors 
external and internal to the group (Guzzo, et aI. 1993; Fig. 4.3). For example, a lower 
sense of potency was found among groups who perceived that the organization was 
not providing the (basic) resources they needed to work effectively (Shea et al., 
1987). Thus Guzzo et al (1993) predict that under- and over-staffed groups will have 
lower sense of potency. Bandura (1982) indicates that not only may stress diminish 
self-efficacy, but also that vicarious experiences and verbal persuasion may affect 
self-efficacy. Although Guzzo et aI. (1993) indicate that such experiences may 
originate with the leader of the group, Shamir (1990) notes that there are few links 
between theories of leadership and collective action. However, there is evidence that 
leadership moderates the stressor-strain relationship (Rome, 2000), whereas Guzzo et 
aI. (1993) suggest that a leader's impact on group effectiveness can be understood in 
part as mediated by their impact on group potency. Although leadership styles are 
likely to have indirect effects on group potency, Martell & Guzzo (1991) found 
evidence that clear challenging group goals relate positively to a sense of potency, 
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thus they predict that a transformational leadership style will also have direct 
(positive) effects on potency (Guzzo et al., 1993). The researcher believes that stress 
may diminish group potency, as Bandura (1998) proposed it might reduce self-
efficacy. 
The relationship between team effectiveness and performance has been the focus of 
several studies. For example, meta-analytic techniques were used to examine level of 
analysis as a moderator of observed relationships between task-specific team-
efficacy, generalized potency, and performance (Gully, Incalcaterra, Joshi, & 
Beaubien, 2002). Results demonstrated that relationships were moderated by level of 
analysis. Moreover, effect sizes were stronger at the team level than at the individual 
level. In addition, at the team level, both team-efficacy and potency had positive 
relationships with performance. 
In conclusion, there is some evidence of the beneficial effects of self-efficacy during 
downsizing both in non-healthcare employees and nurses. Although no evidence was 
found in similar employees regarding the role of group potency, there are indications 
that it affects group effectiveness. It is likely that perceptions of higher personal self-
efficacy beliefs, and group potency among nurses during downsizing are likely to be 
associated with more job satisfaction, and lower intentions to leave. 
During a restructuring event it is likely that coping efforts will be ineffective to deal 
with perceived stressors (Shaw & Barrett-Power, 1997, pI2I), and this will result in 
stress, and strain. This hypothesis is based on the belief that such events are 
associated with perceptions of threat, which have negative motivational, cognitive, 
and social implications with regard to information search and utilization activities. 
The consequence of this is an inadequate understanding of the meaning of the event 
for individuals' and groups', such that it is highly likely to reduce their ability to 
adopt appropriate coping efforts to deal with the event. However, this interactional 
view of causality is very simplistic, and does not reflect reality. It is known that not 
only do person, and environmental factors influence perceptions of appraisal, and 
coping efforts, but also that these are likely to influence appraisal, and coping. This 
transactional perspective is more realistic, and acknowledges that appraisals are 
likely to change over time. Thus with regard to downsizing, perceptions of threat are 
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most likely near to and during an event, but decline afterwards. Furthermore, over 
time coping efforts may emerge that enable the individual to deal more effectively, 
both with the situation and their feelings. 
4.6 Outcomes ('Coping effectiveness? 
Coping effectiveness reflects the extent to which coping efforts work, as measured 
against specific criteria (Shaw & Barrett-Power, 1997, p118). According to Lazarus 
& Folkman (1984, p186) coping effectiveness depends on the match between 
secondary appraisal (i.e., coping efforts) and the flow of events. They suggest that in 
stressful situations most appraisals do not match the flow of events, so coping is 
unlikely to be effective. The critical issue therefore concerns the degree of mismatch, 
its implications for coping, the outcome of the encounter, and the individual's 
adaptation over time. The degree of mismatch is influenced not only by the extent to 
which coping efforts match the flow of events, but also by personal and 
environmental antecedents to primary, and secondary appraisal. 
Effective coping is the match between coping options, and actual coping demands, 
between the selected coping strategy, and other personal agendas. It is evidenced by 
problem- and emotion- focused coping working in a complementary fashion 
(Lazarus & Folkman, 1984, p223). If cognitive appraisal, which is not necessarily 
conscious (Speisman, Lazarus, Mordkoff, & Davison, 1964), reveals a mismatch 
between primary and secondary appraisal, the individual experiences psychological 
distress that results in a variety of responses or strains. These are manifested in short, 
and long-term adaptational outcomes: social functioning, morale, and somatic health. 
In terms of these outcomes, the primary interest in this study is nurses' morale. This 
is a measure of long-term psychological adaptation, which in the short-term is 
paralleled by (the positive and negative) emotions that are generated in each stressful 
encounter (Lazarus & Folkman, 1984, p223). 
4.6.1 The concept of coping effectiveness 
Criteria against which Shaw & Barrett-Power (1997, p 119-120) suggest that coping 
effectiveness could measured are derived from the downsizing literature (Mechanic, 
1974; Cameron et al., 1987), and include the extent to which coping efforts: enable 
the entity to survive, alleviate the causes of stress, motivate those involved toward 
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action(s) needed to deal with the situation, maintain 'psychological equilibrium', 
enhance self-efficacy, and minimize negative outcomes. However, what may work 
for an individual may not work for the organization; the reverse may also be true. 
Hence the importance of clarifying at each level, what is a desired, beneficial effect. 
4.6.2 Coping effectiveness and downsizing 
The researcher chose four of the six criteria above to assess the extent to which 
restructuring events affected nurses' job satisfaction, and intentions to leave the 
NBS. She excluded the first, and third criteria on the grounds that the study was 
concerned with perceptions of survivors, and that the actions required to motivate 
those involved to deal with the situation would become apparent by assessing the 
other criteria. The way in which the remaining criteria were operationalized to 
achieve the aims of the study is outlined below. Evidence of the effects of 
downsizing events for nurses in terms of these criteria were discussed earlier (2.5.5). 
The extent to which coping action alleviates Significant causes of stress, for the 
individual might mean that performance would improve, perhaps through the 
acquisition of new skills and abilities, such that an individuals' sense of job 
insecurity is reduced; for the group this might mean an increase in efficacy, 
improvement in quality of a service sufficient to enhance group productivity (Shaw 
& Barrett-Power, 1997, p119). The second criterion against which coping action is 
assessed, is the extent to which the entity can maintain internal psychological 
eqUilibrium. This construct relates to the maintenance of group norms, morale, and 
job satisfaction (Shaw & Barrett-Power, 1997, p120). The third coping effectiveness 
criterion measures the extent to which coping action enhances self-efficacy. This 
criterion is understood as self-efficacy at the individual level, and potency at the 
group level. The extent to which coping action minimi=es negative and unintended 
outcomes, is the fourth criterion. For the work group this is reflected in reducing the 
likelihood that gains in efficiency will result in additional layoffs, pay cuts, added 
workload etc. For individual survivors this entails reducing the possibility of positive 
actions and outcomes being followed by negative ones. Among the variables that 
might operationalize this construct are job stress, quality of life, intentions to leave, 
impact of the event on work, and absence. 
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4.6.3 Factors influencing coping effectiveness 
Coping effectiveness is influenced directly by coping action, which in tum is 
influenced by information & participation, which in turn are each influenced by 
person, environmental, and group factors. Of particular importance in this respect, in 
the current study is the concept of collective stress. Peiro (2001) suggests that certain 
processes lead to the shared appraisals and emotions that constitute collective stress: 
interaction processes, leaders 'sense-making' processes, common stimuli, and 
socialization. In addition, emotional contagion and interaction processes will 
influence the emergence of a team affective tone and/or emotional climate. He 
indicates that when teams share their interpretations and emotions about stress, they 
will probably engage in collective coping strategies such as shared absenteeism 
norms, collective actions to reduce stressors, and socio-cognitive reinterpretations of 
the situation. Moreover, he indicates that stress cognitions, emotions, and behaviours 
can be more or less shared by team members, so it is important to identify the factors 
that are more likely to contribute to the shared experience of stress in a team. 
4.7 Reappraisal 
Reappraisal refers to a changed appraisal based on new information from the 
environment and/or the person. 
4.7.1 The concept of reappraisal 
A reappraisal differs from an appraisal only in that it follows an earlier appraisal 
(Ferguson, 2002). 
4.7.2 Reappraisal and downsizing 
There is some evidence that past and future appraisals of downsizing influence 
behaviors and affective states in a similar negative manner, and that this influence 
should not be attributed to only one or the other (Jalajas et aI., 1999). 
4.7.3 Factors influencing reappraisal 
Reappraisals are the result of cognitive coping efforts, which Lazarus & Folkman 
(1984, p53) suggest are difficult to distinguish from those based on new information. 
Thus reappraisal is likely to be influenced by perceptions of coping effectiveness i.e., 
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time 2 appraisal i.e., reappraisal, is likely to be influenced by time 1 appraisal, as 
well as time 1 coping effectiveness. 
4.8 The individual, and group level working models 
The working models have six components (Fig. 4.4): appraisal, information & 
participation, coping action, coping effectiveness, reappraisal, and personal! 
environmental/group antecedents to primary and secondary appraisal. 
Figure 4.4 Individual, and group level working models of stress coping-based 
dependent variables in downsizing situations (based on Shaw & Barrett-Power, 1997, 
p122; Lazarus & Folkman, 1984; Sherif & Sherif, 1953; Guzzo et aI., 1993) 
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2. Motivate ...... 2.Problem solving/Controlling 
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The above diagram depicts the principle un i-directional individual, and group level 
relationships described in this chapter; those relating to group processes form the 
basis of study 2. 
4.9 Conclusion 
The focus of this chapter is a discussion of the cognitive theory of stress (Lazarus & 
Folkman, 1984) in the context of the Shaw & Barrett-Power conceptual framework 
(1997) for assessing individual, group, and organizational effectiveness during 
downsizing. 
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The chapter begins with a brief account of the rationale for developing the 
conceptual framework. The remainder of the chapter discusses the key concepts and 
components of the theory and conceptual framewor~ evidence of their existence 
during downsizing, and factors influencing them at the individual and group levels. 
In terms of assessing the psychological processes the conceptual framework is 
limited by its interactional perspective. Throughout the discussion the importance of 
a transactional approach is stressed on the grounds that it is inherent in the cognitive 
theory of stress. In particular, there is likelihood that person, situation, and group 
factors may influence primary and secondary appraisal, and be affected by them. 
Moreover, appraisal, and coping effectiveness at time 1 may influence reappraisal. 
Antecedents to primary and secondary appraisal were selected on the basis that they 
needed to be accounted for e.g., neuroticism, and/or there was evidence that they 
might help to explain the relationship between a restructuring event and outcomes 
among nurses in the NHS. 
The researcher limited the criteria proposed by Shaw & Barrett-Power (1997) for 
assessing coping effectiveness to four categories. These included job satisfaction and 
intention to leave. However, the researcher believed that other indicators of the 
criteria could also usefully be measured, as they would enhance understanding of the 
effects of restructuring on NHS nurses, insofar as they would most likely affect job 
satisfaction, and intentions to leave. 
4.10 Research questions 
Research questions were posed at the individual and group levels. They reflected the 
researchers interest in the effect ofNHS restructuring on nurses intentions to leave, 
as well as the methodological imperative to take account of levels in the hierarchical 
organization. 
4.10.1 Individual level research questions 
The first research question related to the primary aim of the study: Do NHS 
restructuring events affect nurses' level of stress, and directly influence intentions to 
leave, or indirectly influence intentions to leave through aspects of job satisfaction? 
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The second research question related to the power of the models: Does either the 
Shaw & Barrett-Power model (1997) or the working model explain adequately how 
NBS restructuring events affect nurses' coping effectiveness? 
The third research question related to levels of analysis, and the operationalization of 
the constructs: Does only the individual level account for significant variance on 
each of the dependent variables? 
4.10.2 Group level research questions 
Again, the first research question related to the primary aim of the study: Do NHS 
restructuring events affect nurses' level of stress, and directly influence intentions to 
leave, or indirectly influence intentions to leave through aspects of job satisfaction? 
The second research question related to group members perceptions of a forthcoming 
NHS restructuring event as threat or challenge, and ideal and actual leadership traits: 
Do group members who rate a NHS restructuring event as a challenge, differ in their 
ranking of actual and ideal leadership traits, from those who rate it as a threat? 
The third research question related to levels of analysis, and the operationalization of 
the constructs: Does the group level as well as the individual level account for 
differences in the variance of the dependent variables, rather than other hierarchical 
levels? 
Chapters five and six provide details of the design, methodology, and results of the 
individual level study_ Chapters seven and eight provide details of the design, 
methodology, and results of the group level study_ 
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Chapter 5 Individual level methodology and 
preliminary results 
This chapter describes the research designs and methodology that were adopted in 
the fIrst study, and the preliminary results. 
U sing a correlational design, two explorations of relationships between the individual 
level variables were made, in order to begin to answer the fIrst research question i.e., 
Do NHS restructuring events affect nurses' level of stress, and directly influence 
intentions to leave, or indirectly influence intentions to leave through aspects of job 
satisfaction? Details of the correlational design, participants, measures, procedure, 
and the proposed methods of data analysis precede accounts of the preliminary 
results. The fIrst exploratory results were based on the total sample of affected 
nurses, and the second on a sub-sample who responded between 6 months before and 
6 months after a restructuring event. The extent to which these accord with the 
relationships proposed in the Shaw & Barrett-Power (1997) conceptual framework 
are discussed and form the basis of a decision justifying further analysis of the data. 
The second part of the chapter describes the design and methodology adopted to 
answer three research questions, and test seven hypotheses for this purpose. Details 
are provided of the quasi-experimental design, participants (i.e., affected and non-
affected by a restructuring event), the proposed methods of data analysis, and time 2 
imputation procedure. 
The chapter concludes with a discussion of the issues that posed a threat to the 
integrity of the study, and the ameliorating actions taken by the researcher. 
5.1 Study 1a: Exploratory study 1 
The fIrst part of this chapter provides details of the design, and the methods used to 
explore relationships between the individual level variables in the Shaw & Barrett-
Power model (1997; Figure 5.1). Specifically, this section justifies the use of a 
correlational design, provides details of participants (i.e., total sample: affected 
nurses), measures, procedure, proposed methods of data analysis, and preliminary 
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results. The extent to which these accord with the relationships proposed by Shaw & 
Barrett-Power, and the limitations of this first exploratory study are discussed. 
Figure 5.1 Summary model of stress coping-based dependent variables in downsizing 
situations (Shaw & Barrett-Power, 1997, p122) 
Appraisal .. Information & participation t----------l--,...~ 1. Restriction of Information Processing 
L...-..--.1 .... -_--.J 2. Constriction of Control 
3. CoIDlitive Errors 
Coping effectiveness 
~ .................................... L.-__ ."-___ ------l 
Action 1. Alleviate cause of stress 2. Motivate 
1. Alone versus collective coping 
2. Problem solving/Controlling 
3. EmotionaVwithdrawal 
4. Severity 
3. Maintain equilibrium 
4. Enhance self-efficacy 
5. Minimize negative outcomes 
5. Complexity 
6. Flexibility 
5.1.1 Research design 
An experimental design is the most powerful one for determining causal 
relationships (Black, 1999, p64). However there were reasons why it was not 
possible or appropriate to use this initially. Specifically, it was not possible to set up 
an event in which the level of restructuring could be manipulated. But it would be 
possible to observe individuals who had experienced various levels of restructuring. 
The association between such experiences and nurses' subsequent behaviour would 
provide fruitful information i.e., whether the variables co-varied as Shaw & Barrett-
Power (1997) proposed. 
The Shaw & Barrett-Power model (1997) proposed that perceptions of threat would 
be associated with lower information & participation, coping action, and coping 
effectiveness. In the context of the study such perceptions would most likely to be 
associated with an increase in restructuring stressors, hereinafter referred to as 
restructuring initiatives, and occur around the time of an event. Thus if correlational 
data suggested for example that more restructuring initiatives around the time of an 
event appeared to "go together with' lower information & participation then it might 
to reasonable to attempt a quasi-experimental manipulation of the level of 
restructuring and determine more substantially whether this affected nurses' coping 
action, and effectiveness. The efficacy of such a strategy was summed up " ... there is 
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little point in searching for causality unless we can be sure that a meaningful 
relationship exists which warrants our efforts to determine cause and effect in the 
first place' (Davis, 1997, p66). 
The main disadvantage of a correlational design was that it would have low internal 
validity (i.e., restructuring initiatives could not be shown to cause changes in 
information & participation, coping action, or coping effectiveness). The researcher 
considered this disadvantage was acceptable in an exploratory study. 
5.1.2 Participants 
The strategy was to recruit two equal groups (i.e., affected and non-affected), so that 
it would be possible to conduct a quasi-experimental study if this were justified. The 
groups were to be recruited directly from NHS Trusts, and representative of UK 
nurses. The size of the groups was to represent a medium effect. An a priori power 
analysis using Gpower indicated that a total sample of 290 was estimated to have 
95% power, d = .5, a. = .01, 2-tailed, based on a mean score difference of 0.5 in the 
Job Stress Index of the Job Stress Survey (Spielberger et al., 1994). 
In May 1998, a letter was sent to the Chief Executives of the 23 NBS Trusts in 
England that were merging in September 1998, April or September 1999. 18 
responses were received, either to the first or the follow-up letter. Each response led 
to contact with the Directors of Nursing in hospitals in London, central, and southern 
England. S/he directed the researcher to the managers whose units they believed 
would be interested in participating. The researcher met with unit managers to 
discuss the study, and clarify how and when the merger would affect their unit. Eight 
unit managers in different NHS Trusts (Table 5.1) agreed (a) to the participation of 
nurses in their units, (b) to data collection dates that were appropriate to the research 
design, and (c) that only the researcher would know who had participated. 
Approval to conduct the study was granted by NHS Local Research Ethics 
Committees for Trusts 1-4, and the South West Multi-Centre Research Ethics 
Committee (M.R.E. C.) for Trusts 5-8. Approval was granted on the basis that 
participation was voluntary. 
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T bl 5 1 Stud 1 T· 1 P a e ly a Ime articipants recruIted d irectly from NHS T rusts 
NHS Trust Pre group Post group Non-affected group 
S R % S R % S R 0/0 
NHS Trust 1 
- - - 11 10 91 6 5 83 
NHS Trust 2 26 20 77 28 24 86 10 7 70 
NHS Trust 3 
- - - 17 17 100 0 0 
-
NHS Trust 4 54 37 69 - - - 29 17 59 
NHS Trust 5 32 10 31 43 14 33 33 19 58 
NHS Trust 6 29 2 7 
- - - 1 1 100 
NHS Trust 7 20 12 60 - - - 10 3 30 
NHS Trust 8 - - - - - - 20 6 30 
Group sub totals 162 81 50 99 65 66 108 58 54 
S: Selected, R: Responded. 
Because insufficient participants were recruited directly from NHS Trusts (i.e., 204) 
the sample was supplemented by recruiting from other NHS Trusts via the Royal 
College of Nursing (RCN). The RCN was the largest professional organization for 
nurses in the UK, and an affiliated trade union. In July 1999, the RCN agreed to 
randomly select 2,000 qualified nurses (10% male) from their membership database. 
The researcher specified the numbers, and the areas from which members were 
derived. She selected members from six areas of the UK (England, Scotland, and 
Northern Ireland), who worked in hospital and community environments. She made 
the selection on the basis of RCN information: Membership Services Department, 
and Regional Officers. In five areas Trust mergers were due in September 1999; in 
one area (Area 1) they were known to have taken place (Table 5.2). Ethical approval 
was not required for the RCN survey. 
T bl 5 2 Stud 1 T· 1 P rt·· t ·t d fr th RCN a e y a Ime a lClpan s recrul e om e 
RCN Area Questionnaires Pre group Post _grol!P Non-affected 
Mailed Usable R % R % R % 
RCN Area 1 400 399 0 0 94 24 26 7 
RCN Area 2 500 246 34 14 6 2 5 2 
RCN Area 3 300 293 88 30 8 3 2 <1 
RCN Area 4 300 292 5 2 66 23 0 -
RCN Area 5 250 246 0 0 81 33 0 -
RCN Area 6 250 250 2 <1 44 18 1 <1 
Group sub totals 2000 1726 129 7 299 17 34 2 
Key. R: Responded. 
The total sample was 666 (i.e., 68 % unit non-response). Inspection of the responses 
revealed that more than half had already experienced a restructuring event. Thus 210 
nurses were assigned to a Pre group, 364 to a Post group, and 92 to the Non-affected 
group. Nurses in the Pre group reported that a Trust merger would affect them 
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between 34 and 1 month in the future. Nurses in the Post group reported that the 
Trust in which they worked had merged between 1 and 80 months in the past. They 
had been affected by at least one of the following events: management changes; their 
unit, or part of it was relocated to different premises; their work group was dispersed. 
These restructuring events led to reorganization of the work environment, and in 
some instances to re-formed work groups. The same events were expected to affect 
the Pre group. Nurses in the Non-affected group reported that the Trust in which they 
worked was not merging; they were not part of the exploratory analyses. 
Participants in the Pre and Post groups were qualified nurses (93% female), aged 22-
68, with a mean age of 40.28. These characteristics were therefore consistent with 
the UK nurse population (Smith & Seccombe, 1998). The demographic, and 
professional characteristics of the two groups indicated that they were similar in 
terms of numbers in each grade, years in grade, years in hospital, average hours 
worked per week, proportion working full-time, ethnicity, number of children at 
home, and gender (Appendix 5.1). There were some significant differences between 
the groups i.e., the Post group reported more: years on ward (t= -2.605, p= .009), 
previous experience of restructuring (Pearson X2 .001), with RN as their highest level 
of professional education (Pearson X2 .005), younger (t= 2.377, p= .018), single 
nurses (Pearson X2 .010). 
5.1.3 Measures 
Instruments were selected, modified, or devised to measure the four parts of the 
Shaw & Barrett-Power model: restructuring initiatives, information & participation, 
coping action, and coping effectiveness. Existing instruments were modified in terms 
of the content, so that they operationalized better the construct that was being 
measured. Rating scales were changed to semantic differential statements (Osgood, 
Suci, & Tannenbaum, 1957). Instruments with semantic differential statements were 
devised to measure information & participation, and coping action. 
Semantic differential tasks were chosen in an attempt to assess the emotional and 
associative nuances of an attitude - its connotative meaning - rather than its literal or 
denotative meaning. By using this approach the researcher was attempting to capture 
more of the depth in a person's attitude, than could be measured by conventional 
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scales (Hayes, 1994). Rather than using single words to denote the attitude object, 
statements were written that included evaluative, potency, and activity factors. 
Participants were asked to respond on an II-point scale, with 10 representing the 
maximum on the positive pole. The position of the adjective representing the positive 
pole was randomly allocated to the beginning or end of the line. Participants were 
also given the opportunity to indicate that the statement did not apply. 
The instructions and the instruments were printed in a booklet (Appendix 5.2). The 
dimensionality was analyzed, and the reliability coefficients of the instruments were 
estimated after the first 136 completed questionnaires had been screened (Appendix 
5.3). With regard to the main variables, the reliability coefficients were satisfactory 
(Cronbach, 1951), ranging from .63 to .94; their dimensionality is reported below. 
This procedure was repeated when all completed questionnaires had been screened 
(i.e., n=666: Table 5.3), and is reported below. In each instance dimensionality was 
evaluated using an obliquely rotated solution. Three criteria were used to determine 
the number of factors: the a priori hypothesis that the instrument was uni-
dimensional, the Scree test, and the interpretability of the factor solution. Where 
scales, or sub-scales with four or more items were devised or modified, details of 
their dimensionality is reported in the text on the basis of Principle Components 
Analysis (PCA) of the total sample (i.e., n 666). 
5.1.3.1 Socio-demographic and professional characteristics 
The first section of the questionnaire was designed to elicit socio-demographic and 
professional details (Appendix 5.2, p311, items 1-15: Questions about your job and 
your family). 
5.1.3.2 Restructuring initiatives 
A list of 15 potential restructuring events was compiled (Appendix 5.2, p312: Your 
work environment). Ten were derived from Greenglass & Burke (1997). Four were 
formulated on the basis of information from nurses, managers, and the press. For a 
comparison of the restructuring initiatives used by Greenglass & Burke (1997), and 
the items that were used see Appendix 5.4. Participants were given the opportunity to 
specify a 16th event. Two items on bumping were initially formulated as semantic 
differential statements (i.e., items 15 & 16). These statements were subsequently 
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recoded: 0 responses remained 0 (i.e., had not been affected by bumping), and all 
other responses were recoded as 1 (i.e., had been affected by bumping), in line with 
the other responses (Yes=l, No=O). Cronbach's alpha for this scale was .65. 
Individual responses were added to compute the scale score (min: 0, max: 16). A 
high score represented a high level of restructuring initiatives. Nurses in Ontario 
reported a mean of9.57 restructuring events on the 16-item restructuring initiatives 
index (Greenglass & Burke, 1997). 
5.1.3.3 Information & participation 
A 14-item information & participation instrument was devised (Appendix 5.2, p312-
314; items 17-30). This instrument was used to quantify information search, and 
utilization activities. It was based on Shaw & Barrett-Power's (1997, pl14-5) 
construct elaboration of restriction of information processing (items 17-23, & 29), 
constriction in control (items 24-28), and cognitive errors (item 30). Five items were 
derived from Greenglass & Burke (1997); the remainder were devised for the study. 
The dimensionality of the 14 items was analyzed. The pattern matrix coefficient 
achieved simple structure, when 3 items (i.e., 27 'Decisions affecting important 
issues, such as staff moves have been agreed by the majority/core people'; 28 
'Decisions affecting other issues, such as quality of patient care have been agreed by 
the majority/core people'; and 30 'During early discussions of the proposed 
restructuring I made statements which indicated I felt confident/uneasy) were 
removed (i.e., n=136; Appendix 5.3). The best solution comprised three factors: 
Restriction of Information Processing 1 - Obtaining Information (items 17-20,26, & 
29), Restriction of Information Processing 2 - Sharing Information (items 21-23), 
and Constriction in Control (items 24, & 25). When dimensionality was re-evaluated 
using the total sample (i.e., n=666; Fig. 5.2), the same three factors were found, and 
accounted for 56% of the variance, but there were some differences in the items 
within each factor (i.e., Restriction of Information Processing 1 - Obtaining 
Information (items 17-19) accounted for 10% of the item variance, Restriction of 
Information Processing 2 - Sharing Information (items 20-23) accounted for 15% of 
the item variance, and Constriction in Control (items 24-26, & 29) accounted for 
310/0 of the item variance. In addition Cronbach's alpha improved from .75 to .76. 
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Individual responses were added to compute the scale score (min: 0, max: 110). A 
high score represented high information & participation (i.e., low construct levels). 
Figure 5.2 Study 1 Time 1 Information & participation: Dimensionality (n=666) 
Component 
1 2 3 
q17 rip recode 
.239 -.105 .433 
q18roi recode 
.101 3.88E-02 .727 
q19 roi recode 
-.112 -1.9E-02 
.781 
q20roi recode 
.110 -.620 .218 
q21 roi recode 
-3.7E-02 -.756 1.23E-02 
q22roi recode 3.80E-02 -.741 -1.5E-02 
q23roi recode 
-6.9E-02 -.827 -.141 
q24coc recode 
.608 -.160 .192 
q25coc recode 
.816 -3.2E-02 -.370 
q26coc recode 
.714 -2.1 E-04 .196 
q29voh recode 
.553 4.22E-02 .313 
Extraction Method: Principal Component Analysis. 
Rotation Method: Oblimin with Kaiser Normalization. 
5.1.3.4 Coping action 
A 12-item coping action instrument was devised (Appendix 5.2, p314-315; items 31-
41, & 45). This was used to quantify individual and group coping action, union, and 
organisational support. The individual and group coping action sub-scale (items 35-
39, & 44) was based on a framework (Latack & Havlovic, 1992) that Shaw & 
Barrett-Power (1997, P 119) elaborated to reflect coping in downsizing situations. 
Coping action also included union activity (items 31-34), and morale boosting (items 
40 & 41) sub-scales (Greenglass & Burke, 1997), which were changed from rating 
scales to semantic differential statements. 
The dimensionality of the 12 items was analyzed. The pattern matrix coefficient 
achieved simple structure when 2 items (i.e., 38 'After the move, the hospital will 
look upon the customs & practices we use now as acceptable/not acceptable', and 44 
'J have used new ways to deal with the situation, that are personally effective/not 
effective') were removed (i.e., n=136; Appendix 5.3). The best solution (i.e., n=666; 
Fig. 5.3) comprised three factors, which accounted for 68% of the variance: Union 
Activity (items 31-34), which accounted for 36% of the item variance, Group Coping 
(items 35-37), which accounted for 12% of the item variance, and Organisational 
Loyalty and Support (items 39-41), which accounted for 20~o of the item variance. 
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Cronbach's alpha for this scale was .79. Individual responses were added to compute 
the scale score (min: 0, max: 100). A high score represented high coping action. 
Figure 5.3 Study 1 Time 1 Coping action: Dimensionality (n 666) 
Component 
1 2 3 
q31 ua recede .796 2.85E-03 -2.9E-02 
q32ua recede .837 -2.3E-02 5.53E-02 
q33ua recode .884 9.82E-03 -5.3E-04 
q34ua recode .855 3.03E-02 2.29E-04 
q35noc recode 5.46E-02 5.96E-02 .798 
q36noc recode 2.38E-02 -.134 .890 
q37nocrecede 
-5.1 E-02 .450 .513 
q39noc recode 
-1.1E-02 .710 .109 
q40mb recode 7.91 E-03 .892 -.123 
q41 mb recode 6.91 E-02 .775 -2.5E-02 
Extraction Method: Principal Component Analysis. 
Rotation Method: Oblimin with Kaiser Normalization. 
5.1.3.5 Coping effectiveness 
Two standard measures were selected, and five sub-scales were modified or devised, 
to measure organizational, and individual coping effectiveness. These were used to 
quantify the criteria that Shaw & Barrett-Power (1997, pI19-120) specified as 
components of short and long term coping effectiveness in downsizing situations. 
F our categories were chosen; these were relevant, and measurable in the context of 
the study. 
With regard to individual coping effectiveness, a measure of job insecurity was used 
to assess the extent to which an individual's coping action 'directly alleviated 
significant causes of stress '. A measure of job satisfaction was used to assess the 
maintenance of an individual's 'psychological equilibrium', and a self-efficacy scale 
assessed the extent to which coping action 'enhanced self-efficacy'. The researcher 
hypothesized that self-efficacy was more likely to be a mediator or moderator, rather 
than a manifestation of coping effectiveness, and planned to test this later. The final 
category concerned the extent to which coping action 'minimi~ed negative and 
unintended outcomes '. At the individual level this was assessed through measures of 
job stress, quality of life, and an intention to quit sub-scale, and at the organizational 
level by absenteeism, and an impact of restructuring sub-scale. 
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A 3-item semantic differentialjob insecurity sub-scale (Appendix 5.2, p315; items 
48-50) was devised from a 7-itemjob insecurity rating scale (Greenglass & Burke, 
1997). The latter assessed respondents' perceptions about job insecurity in the 
following year; only the three items were relevant in the context of this study. The 
dimensionality of the 3 items was analyzed. The pattern matrix coefficient achieved 
simple structure when one item (i.e., 49 'Changing from full-time to part-time 
working has decreased/increased') was removed (i.e., n 136: Appendix 5.3). 
Cronbach's alpha for this sub-scale was .70 (n-666: Table 5.3). Individual responses 
were added to compute the scale score (min: 0, max: 20). A high score represented 
high job insecurity. 
The rating scale of the Nurse Stress Index, job satisfaction sub-scale (Harris, et al. 
1989) was changed to semantic differential statements (Appendix 5.2, p315-316; 
items 52-56), and added one item, which referred to the possibility of developing 
new skills (i. e., 51). These modifications to the sub-scale were made in the belief that 
elaboration of the construct was improved in the context of the study, and that not all 
restructuring events were necessarily negative. The dimensionality of the 6 items was 
analyzed. The pattern matrix coefficient achieved simple structure when two items 
(i.e., 55 'Finding another job in nursing is something I have thought about often/ 
never', and 56 'Finding a job outside nursing is something I have thought about 
often/never') were removed (i.e., n=136: Appendix 5.3). The best solution comprised 
accounted for 57% of the variance (n-666: Fig. 5.4). Cronbach's alpha for this sub-
scale was .74. Individual responses were added to compute the scale score (min: 0, 
max: 40). A high score represented high job satisfaction. 
Figure 5.4 Study 1 Time 1 Job satisfaction: Dimensionality (n-666) 
Component 
1 
q511se recode .655 
q52js recode .822 
q53js recode .715 
q54js recode .817 
Extraction Method: Principal Component Analysis. 
The Generalised Self-Efficacy scale (Schwarzer, 1993) was selected on the 
understanding that it assessed the strength of an individual's belief in his or her 
ability to respond to novel or difficult situations and to deal with any associated 
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obstacles or setbacks. It was also chosen because the researcher believed that 
evaluation of generalized self-efficacy beliefs, rather than situation-specific beliefs 
were more relevant in a study that concerned different contexts. In addition the 
instrument had been used in studies of nurses in downsizing contexts, and self-
efficacy was found to moderate their responses to them (Greenglass & Burke, 1998; 
2000). The scale demonstrated high internal consistency (a range .82 to .93), 
satisfactory test-retest reliability for females (.63), as well as concurrent and 
predictive validity. In an adult German sample (n=1660), the mean was 29.28, SD 
4.6; there were no age or gender differences. 
The dimensionality of the ten items was analyzed. The pattern matrix coefficient 
achieved simple structure when two items (i.e., 2 'If someone opposes me, I can find 
the ways and means to get what I want' and 3 'It is easy for me to stick to my aims 
and accomplish my goals') were removed (i.e., n=136: Appendix 5.3). The need to 
remove these items.was even more apparent when all questionnaires were analyzed, 
because of low communalities: item 2 < .2; item 3 < .31. Moreover, they accounted 
for only 48% of the variance. The best solution, accounted for 55% of the variance 
(i.e., n=666: Fig. 5.5). Cronbach's alpha for this scale was .88. Individual responses 
were added in the 8-item, 4-point Likert scale, to compute the scale score (min: 8, 
max: 32). A high score represented high self-efficacy. 
Figure 5.5 Study 1 Time 1 Self-efficacy: Dimensionality (n=666) 
Component 
1 
Solve difficult problems .630 
Deal efficiently with unexpected events .773 
Personal resourcefulness .785 
Can solve problems if invest effort .751 
Calm - can rely on coping abilities .750 
Can usually find several solutions to problem .723 
When in a bind can usually think of something to do .718 
Can handle anything .772 
Extraction Method: Principal Component Analysis. 
The Job Stress Survey (JSS; Spielberger et aI., 1994), and the WHOQOL-Brev 
(World Health Organization, 1996) were selected in the belief that each evaluated the 
extent to which the coping action that participants adopted minimized negative 
outcomes. The JSS (Appendix 5.2, p317-318) was chosen because it quantified stress 
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in terms of job pressure, and lack of support, which were considered relevant in the 
context of the study. The first author advised that the norms for nurses on the three 
indices should be compared with those of the manageriaVprofessional sample. 
The JS-X (Job Stress Index) measured overall job stress, and comprised all 60 items 
(min: 0, max: 79.8). Means, standard deviations and alphas are reported in Appendix 
5.5. Items that related exclusively to this index, concerned the severity and frequency 
of working overtime, insufficient staff, inadequate salary, noisy work area, covering 
work for a colleague, and conflicts with other departments. 
The JP-X (Job Pressure Index) measured job pressure, and comprised 20 items: 4, 7, 
9, 11, 16,23-27; 34,37, 39, 41,46, 53-57 (min: 0, max: 81). Means, standard 
deviations, and alphas are reported in Appendix 5.6. Items that related to this index 
concerned the severity and frequency of the assignment of new or unfamiliar duties, 
dealing with crisis situations, performing tasks not in the job description, assignment 
of increased responsibility, making critical on the spot decisions, frequent 
interruptions, excessive paperwork, meeting deadlines, & insufficient personal time. 
The LS-X (Lack of Support Index) measured lack of support, and comprised 20 
items: 3, 5, 6, 8, 10, 13, 14, 18,21,29; 33, 35, 36, 38, 40, 43, 44, 48,51, 59 (min: 0, 
max: 81). Means, standard deviations, and alphas are reported in Appendix 5.7. Items 
that related to this index concerned the severity and frequency of fellow workers not 
doing their job, inadequate support from supervisor, lack of recognition for good 
work, inadequate or poor quality equipment, difficulty in getting on with supervisor, 
experiencing negative attitudes towards the organization, lack of participation in 
policy-making decisions, poor or inadequate supervision, and poorly motivated co-
workers. 
The dimensionality of the items was analyzed. The pattern matrix coefficient 
achieved simple structure on JP-X, and LS-X; each comprised five factors, however 
JS-X failed to converge after 25 iterations. Cronbach's alpha for the 30 JS-X severity 
items was .92, and for the 30 JS-X frequency items was .92 (Table 5.3). The twenty 
JP-X items accounted for 54% of the variance. Cronbach's alpha for the ten JP-X 
severity items was .84, and for the ten JP-X frequency items was .83 (Table 5.3). The 
twenty LS-X items accounted for 58% of the variance. Cronbach's alpha for the ten 
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LS-X severity items was .84, and for the ten LS-X frequency items was .86 (Table 
5.3). Individual responses were computed according to the manual's instructions 
(Spielberger & Vagg, 1998). A high score represented a high stress/pressure/lack of 
support level. 
WHOQOL-Brev (Appendix 5.2, p319-320) was selected because it quantified quality 
of life in terms of four domains that were known to be affected during downsizing. 
This 28-item measure was derived from the WHOQOL-I00. Domain scores 
produced by the WHOQOL-Brev correlated highly (i.e., >.89) with the WHOQOL-
100 when calculated on a four-domain structure. WHOQOL-Brev domain scores 
demonstrated good validity and reliability (Appendix 5.8). 
Domain 1 (physical health) comprised 7 items: 3,4, 10, and 15-18. Items related to 
pain, medical treatment, energy, mobility, and capacity to work. 
Domain 2 (psychological functioning) comprised 8 items: 5,6, 7, 11, 19,26,27, and 
28. Items related to extent to which life is meaningful, ability to concentrate, 
acceptance of bodily appearance, and negative feelings. 
Domain 3 (social relationships) comprised 3 items: 20-22. These related to personal 
relationships, sex life, and support from friends. 
Domain 4 (environment) comprised 8 items: 8,9, 12-14, and 23-25. Items related to 
perceptions of personal safety, healthiness of the physical environment, information 
for day to day living, opportunities for leisure, living space, access to health services, 
and transportation. _ 
The dimensionality of the domains was analyzed. The pattern matrix coefficient 
achieved simple structure on each domain. QOL 1 (physical) comprised 2 factors, 
which accounted for 65% of the variance; Cronbach's alpha was .82 (Table 5.3). 
QOL2 (psychological functioning) comprised 1 factor, which accounted for 56% of 
the variance; Cronbach's alpha was .88. QOL3 (social relationships) comprised 1 
factor which accounted for 65% of the variance; Cronbach' s alpha was. 73 (Table , 
5.3). QOL4 (environment) comprised 2 factors, which accounted for 53% of the 
variance: Cronbach's alpha was .77 (Table 5.3). Individual responses were computed 
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according to the authors' instructions (WHO, 1998). The potential scores for each 
domain ranged from 0-100. A high score represented a high domain leveL No norms 
were available (i.e., September, 2003) 
A 3-item semantic differential intention to quit sub-scale (Appendix 5.2, p316; items 
57-59) was derived from a 17-item job satisfaction rating scale (Greenglass & Burke, 
1997). The dimensionality of the 3 items was analyzed. The pattern matrix 
coefficient achieved simple structure when one item (i.e., 58 'To find an equivalent 
job would have been easy/difficult) was removed, and two items (i.e., 55 & 56 
removed from job satisfaction) were included (i.e., n=136: Appendix 5.3). The best 
solution accounted for 66% of the variance (i.e., n=666: Fig. 5.6). Cronbach's alpha 
for this scale was .83. Individual responses were added to compute the scale score 
(min: 0, max: 40). A high score represented high intention to quit. 
Figure 5.6 Study 1 Time 1 Intention to quit: Dimensionality (n=666) 
Component 
1 
Thought about finding another job in nursing 
.783 
Thought about finding job outside nursing .787 
Would have left job if had been possible .846 
Genuine effort to find new job? .840 
Extraction Method: Principal Component Analysis. 
A 2-item absenteeism sub-scale (Appendix 5.2, p316; items 60-61) was devised. This 
was used to quantify participants' absence that was not related to sickness. The 
response to the second question (days sick) was subtracted from the first question 
(days absent) to compute the scale score. The score represented the number of days 
that a participant was absent from work. 
A 5-item semantic differential impact of restructuring sub-scale (Appendix 5.2, 
p315; items 42-43, and 45-47) was derived from the 7-item Likert scale impact of 
restructuring index (Greenglass & Burke, 1997). The two items that were omitted 
equated with bumping. This sub-scale was used to quantify perceptions of patient 
care, and services. The dimensionality of the 5 items was analyzed. The pattern 
matrix coefficient achieved simple structure when one item (i.e., 47 'The amount of 
non-nursing work done by nurses has decreased/increased) was removed (i.e., n=136: 
Appendix 5.3). The best solution accounted for 580/0 of the variance (i.e., n=666: Fig. 
5.7). Cronbach's alpha for this sub-scale was .76. Individual responses were added to 
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compute the scale score (min: 0, max: 40). A high score represented high impact of 
restructuring i.e., positive perceptions of patient care/services. 
Figure 5.7 Study 1 Time 1 Impact of restructuring: Dimensionality (n=666) 
Component 
1 
q42iri recede 
.692 
q43iri recede 
.839 
q45iri recode 
.773 
q46iri recode 
.730 
Extraction Method: Principal Component Analysis. 
5.1.4 Procedure 
At prearranged times between November 1998 and March 1999 the researcher met 
informally with nurses who worked in the seven units of the NBS Trusts that had 
merged or were merging. She explained (a) the reasons for the study, (b) its aims, (c) 
anticipated outcomes, (d) the nature of their potential participation, and (e) gave each 
nurse an information sheet (Appendix 5.9). The researcher asked those who agreed to 
participate to sign a consent form (Appendix 5.10). She gave each participant a 
questionnaire, asked himlher to complete it in hislher own time, and return it with 
their signed consent form as soon as possible, in the envelope provided. The 
researcher monitored the return of questionnaires. She posted notices in the unit to 
remind participants to return them, and sent a written reminder to those who did not 
return their questionnaire within two weeks. 
In principle the researcher adopted the above procedure in the seven units. However 
during the pilot study in NBS Trust 1 (Table 5.1) minor alterations were made. The 
researcher arranged for participants to complete the questionnaire in a quiet room. 
She asked for feedback when they had completed the questionnaire. Participants 
indicated that the information sheet was comprehensive, and that the questionnaire 
was understandable; it took 20-30 minutes to complete. 
At the beginning of September 1999 the RCN mailed out the 2000 questionnaires, 
which included details of the study, and a stamped envelope addressed to the 
researcher. She monitored the return of questionnaires, and sent two written 
reminders, at the end of September, and in mid October, to those members whose 
completed questionnaires had not been received. 
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Table 5.3 Study 1 Time 1: Dimensionality and reliability coefficients of scales & 
sub-scales (n=666) 
Scale or sub-scale Items Mean Scale Score Commonalities PCA Variance 
N Min Max Min Max Eigen % 
>1 
Restructuring initiatives 16 6.50 0 15.00 - - - -
Neuroticism 12 4.29 0 12.00 .440 .653 4 56.79 
Home-work conflict 5 9.51 5 23.00 .434 .637 1 50.61 
Restriction of Information 7 36.68 0 70.00 .381 .636 2 55.14 
Constriction of control 4 17.40 0 39.00 .358 .651 1 52.38 
Information & participation 11 54.01 0 106.00 .341 .650 3 55.60 
Union activity 4 13.84 0 40.00 .621 .785 1 71.63 
Group coping 3 14.77 0 30.00 .546 .678 1 62.16 
Org: loyalty & support 3 10.82 0 30.00 .581 .736 1 65.03 
Coping action 10 39.43 0 91.00 .559 .785 3 68.12 
Job insecurity 2 6.52 0 20.00 
- -
- -
Job satisfaction 4 22.19 0 40.00 .430 .675 1 57.08 
Self-effi cacy 8 25.61 8 32.00 .397 .616 1 54.64 
JS-X 60 25.29 0 74.22 .478 .736 14* 63.10 
JP-X 20 30.64 0 80.10 .377 .687 4 54.49 
LS-X 20 23.39 0 76.54 .440 .715 4 58.12 
QOL l(physical) 7 78.13 17.86 100.00 .591 .734 2 64.66 
QOL 2 (psychological) 8 68.90 8.33 100.00 .370 .696 1 56.11 
QOL 3 (Social) 3 72.29 0 100.00 .411 .791 1 65.12 
QOL 4 (Environment) 8 68.67 15.63 100.00 .449 .659 2 52.72 
Intention to quit 4 22.51 0 40.00 .613 .716 1 66.34 
Absenteeism 2 .13 -5.00 10.00 - - - -
Impact of restructuring 4 17.73 0 40.00 .479 .704 1 57.86 
Key: S: Severity; F: Frequency; * failed to converge in 25 iterations 
5.1.5 Data analysis methods 
The data were screened for missing data, outliers, and normal distribution. Data 
missing from the source were randomly distributed. Means, standard deviations, and 
normality were calculated for each instrument, or sub-scale for the Pre group 
(Appendix 5.11), and Post group (Appendix 5.12). Normality was accepted when 
skew and kurtosis were between -1/+ 1. Because there were <5% missing values on 
most items, and sub-scales (Appendix 5.13) missing values were imputed with: the 
mean for continuous variables with a normal distribution, the median for those 
without a normal distribution, and the mode for categorical variables (Harrell, 2001, 
p49). 
Scatterplots were viewed to make an initial assessment of linearity. Inter-correlations 
were then explored between the variables in the model (Table 5.4), group means 
(Table 5.5), and relationships between time and the variables that had linear 
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Relia-
bility 
a 
.65 
.74 
.75 
.66 
.69 
.76 
.87 
.69 
.73 
.79 
.70 
.74 
.88 
S: .92; 
F: .92 
S: .84; 
F: .83 
S: .84; 
F: .86 
.82 
.88 
.73 
.77 
.83 
.93 
.76 
relationships, as specified in the Shaw & Barrett-Power model (Table 5.6), to obtain 
Pearson product moment correlation coefficients. Job insecurity, self-efficacy, QOL 1 
(physical) and QOL2 (psychological functioning) were included because they were 
only minimally outside the accepted range of normality, but absenteeism was 
excluded (Appendix 5.11 & 5.12). A one-way MANOVA (i.e. multivariate analysis 
of variance) was conducted to assess differences between the Pre and Post group 
means (Table 5.5). 
5.1.6 Study 1a: Exploratory study 1 results 
5.1.6.1 Results of exploratory inter-correlations 
The results of the inter-correlations between the variables in the Shaw & Barrett-
Power model are found in Table 5.4. 
There was some evidence of the relationships proposed in the Shaw & Barrett-Power 
model (1997). There were significant relationships between restructuring initiatives 
and each coping effectiveness variable, except self-efficacy. However, there was no 
relationship between restructuring initiatives, and either information & participation, 
or coping action. 
There was a significant relationship between information & participation and coping 
action; and between information & participation and seven coping effectiveness 
variables (i.e., not job insecurity, JP-X [overall job stress], QOL1 [physical], QOL2 
[psychological functioning], or QOL3 [social relationships D. 
There was also a significant relationship between coping action and two-thirds of the 
coping effectiveness variables (i.e., not JS-X [overall job stress], JP-X [job pressure], 
or QOL3 [social relationships D. Contrary to assumptions there was a significant 
relationship between coping action and job insecurity. 
There were significant relationships between most of the coping effectiveness 
variables at the .01 levet there were high inter-correlations between JS-X (overall 
job stress), and JP-X (job pressure), and LS-X (lack of support) as expected. In 
addition, there was also evidence of significant relationships between the JSS 
indices, and job satisfaction (i.e., negative), and intention to quit (i.e., positive). 
Moreover, there were significant relationships between job satisfaction, and aspects 
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of job satisfaction i.e., impact of restructuring (i.e., positive), and job insecurity (i.e., 
negative). 
5.1.6.2 Pre and Post group means 
A one-way MANOV A was conducted to determine the effect of a restructuring event 
on each of the variables (Table 5.5). The significance level was reduced to .01 to 
cater for experiment wide effects. The F test for Box's test was not significant, Box's 
M: 145.507, F (120, 610559.8) =1.176, p= NS, indicating that there were no 
differences in the variances and covariances among the dependent variables in the 
two groups. No significant difference was found between the Pre and Post groups, 
Wilks' fl = .962, F (15, 558) = 1.479, P = NS; ,,2 = .038. The multivariate,,2 indicated 
that only 4% of the multivariate variance for the dependent variables was associated 
with the group factor. Analyses of variance (ANOVA) on each dependent variable 
were conducted as follow-up tests to the MANOV A; each ANOV A was tested at the 
.05 level. The ANOVA on restructuring initiatives was significant, F (1, 572) = 
4.037, p= .045, 112 = .007; the Post group mean was higher than the Pre group. 
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Table 5.4 Stud ly 1a llme 1 rre ana rost groups: lnter-cOrrelatIons tn=))4) 
RI I&P CA JIN JS SE JS-X JP-X LS-X QOL1 QOL2 QOL3 QOL4 ITQ IF 
RI -
I&P -.001 -
CA .049 .492**-
TIN .178** .038 .105**-
JS -.283** .370** .333** -.138** -
SE -.072 .087* .123** .042 .139**-
JS-X .374** -.078* -.038 .197** -.345** -.039 -
JP-X .311 ** -.009 .011 .169** -.186** -.043 .861 ** -
LS-S .362** -.151 ** -.081 * .226** -.455** -.062 .878** .583** -
QOLI -.086* .079 .086* I -.190** .252** .178** -.271 ** -.252** -.233** -
QOL2 -.093* .073 .097** -.150** .283** .270** -.266** -.226** -.241 ** .617** -
QOL3 -.082* .066 .043 -.057 .117** .143** -.142** -.119** -.136** .370** .600** -
QOL4 -.169** .123** .108** -.180** .261 ** .224** -.269** -.211 ** -.233** .538** .653** .478** -
ITQ .322** -.101** -.072* .305** -.460** -.078 .423** .253** .491** -.276** -.281** -.169** -.306** -
IR. -.169** .383** .375** .038 .503** .107* -.160** -.106** -.210** .135** .181 ** .091 * .161 ** -.210** -
Key. * correlation significant at .01 level (I-tailed); * * correlation significant at .05 level (I-tailed) 
RI: Restructuring initiatives; I&P: Information & participation; CA: Coping action; TIN: Job insecurity; JS : Job satisfaction; SE: Self-efficacy; JS-X: Job Stress 
Index; JP-X: Job Pressure Index; LS-X: Lack of Support Index; QOLI Quality of Life (Physical); QOL2: Quality of Life (psychological); QOL3 : Quality of Life 
(Social);QOL4: Quality of Life (Environment); ITQ: Intention to quit; IR.: Impact of restructuring. 
Table 5.5 Study la T' IP dPost G d dard d t 
N RI I&P CA TIN JS SE JS-X JP-X LS-X QOLI QOL2 QOL3 QOL4 ITQ IR 
Pre Group 210 
Mean 6.28 52.20 37.37 6.50 21.95 25 .83 25.46 31 .64 22.69 78.09 68.59 73 .87 68.37 21.37 16.89 
SD 3.04 20.45 19.59 5.99 8.42 3.51 12.99 15.14 16.18 16.19 15.96 20.21 13 .72 11 .29 8.07 
Post Group 364 
Mean 6.77 54.05 39.99 6.76 22.02 25.41 26.09 30.90 24.83 77.40 68.10 70.51 68 .05 23 .01 17.65 
SD 2.61 18.52 16.85 5.21 7.94 3.43 12.18 14.23 15 .37 15 .72 15 .97 21.05 14.51 10.59 7.74 
Key. RI : Restructuring initiatives; I&P : Information & participation; CA: Coping action; TIN: Job insecurity; JS : Job satisfaction; SE: Self-efficacy; JS-X: Job 
Stress Index; JP-X: Job Pressure Index; LS-X: Lack of Support Index; QOLI Quality of Life (Physical); QOL2: Quality of Life (psychological); QOL3 : Quality of 
Life (Social);QOL4: Quality of Life (Environment); ITQ: Intention to quit; IR.: Impact of restructuring. 
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Tabl 5 6 Stud 1 T· 1 In e ly a lme ter-correlations between time in months and va riables 
Variables Pre group months Post group months 
before event after event 
n= 210 n - 364 
Restructuring initiatives -.201 ** .064 
Infonnation & participation -.200** .191** 
Coping action -.104 .047 
Job insecurity .009 -.120* 
Job satisfaction .034 .027 
Self-efficacy .213** -.031 
Job Stress Index US-X) -.041 .098* 
Job Pressure Index (JP-X) -.021 .070 
Lack of Support Index (LS-X) -.055 .108* 
QOL Domain 1 (Physical) -.046 .128* 
QOL Domain 2 (Psychological) .076 .148** 
QOL Domain 3 (Social) -.021 .064 
QOL Domain 4 (Environment) .006 .178** 
Intention to quit -.136* -.045 
Impact of restructuring -.006 .106* 
Key. *p < .05 level (l-truled) **p < .01 level (I-tailed); italics: variables not linearly related 
5.1.6.3 Pre group (34 to 1 month) results 
There were negative relationships between time, and restructuring initiatives (r=-
.201, p< .01), and information & participation (r= -.200, p< .01), and intention to quit 
(r= -.136, p< .05), and contrary to assumptions, a positive relationship between time 
and self-efficacy (r= .213, p< .01) (Table 5.6). 
5.1.6.4 Post group (1 to 80 months) results 
There was a positive relationship between time, and information & participation (r= 
.191, p< .01), and QOL1 (physical) (r= .128, p< .01), and QOL2 (psychological 
functioning) (r= .148, p< .01), and QOL 4 (environment) (r= .178, p< .01), and 
impact of restructuring (r= .106, p< .05), and a negative relationship between time 
andjob insecurity (r= -.120, p< .05) (Table 5.6). However contrary to assumptions, 
there were positive relationships between time, and job stress (r= .098, p< .05), and 
lack of support (r= .108, p< .05) (Table 5.6). 
5.1.6.5 Discussion 
These exploratory results provide evidence of significant inter-correlations between 
three of the four components of the Shaw & Barrett-Power model. There is no 
evidence of a significant relationship between restructuring initiatives and 
information & participation. However, there are significant relationships between the 
JSS indices, and job satisfaction, and intention to quit as the researcher assumed. 
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There are no differences between the Pre and Post group means with the exception of 
restructuring initiatives. Inter-correlations between time and the variables in the 
model, confirm some of the relationships Shaw & Barrett-Power propose, and the 
researchers assumptions. Specifically, restructuring initiatives is higher near to an 
imminent event and associated with higher intention to quit, but not lower job 
satisfaction. Of particular note is the perception of higher information & participation 
near to an imminent event and lower information & participation immediately post 
event. When assessed with evidence of higher group means on restructuring 
initiatives, it lends some support to the concept of threat rigidity syndrome. This 
tentative conclusion is given additional support by evidence that QOL1, 2 & 4, and 
impact of restructuring are lower, and job insecurity is higher immediately, and JS-~ 
and JP-X become higher over time post event. 
The theoretical reason for these exploratory results may be accounted for by the 
psychological stress process inherent in the Shaw & Barrett-Power model. 
Specifically, heightened stress perception around the time of an event is associated 
with cognitive and motivational manifestations, such that there are behavioural 
consequences for information & participation i.e., threat rigidity syndrome (Staw et 
aI, 1981), which impacts on coping effectiveness in the short and longer term. 
The principle reason for limited evidence of differences between Pre and Post group 
means, and changes during an event as proposed by Shaw & Barrett-Power, may be 
accounted for by the methodology. Specifically, data relates to nurses perceptions up 
to 34 months pre, and 80 months post an event, and were therefore likely not only to 
be unreliable, but also not during an event. Thus a decision was taken to analyze the 
data of participants' who anticipated an event in the next six months, or who had 
experienced one during the previous six months. 
5.2 Study 1b: Exploratory study 2 
This section describes the second correlational study. It provides details of the 
participants (i.e., sub-set of total sample: affected nurses), and preliminary results. 
The extent to which these accord with the relationships proposed by Shaw & Barrett-
Power are discussed, and justify the decision to analyze the data further. 
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5.2.1 Participants 
Participants in this analysis (Table 5.7) were a sub-set of those described above 
(5.1.2). The Pre group comprised nurses who believed they would be affected by a 
restructuring event in 1-6 months time (n=71). The Post group had been affected by a 
restructuring event 1-6 months ago (n 188). The total sample was 259. 
T bl 5 7 Stud 1 b T' 1 P a e y Ime artlclpants 
NHS TrustIRCN Area Pre group Post group 
n n 
NBS Trust 2 7 24 
NHS Trust 3 - 17 
NHS Trust 4 37 -
NHS Trust 5 10 14 
NBS Trust 7 12 
-
RCN Area 1 - 3 
RCN Area 2 2 5 
RCN Area 3 - 4 
RCN Area 4 1 40 
RCN Area 5 
-
50 
RCN Area 6 2 31 
Group sub totals 71 188 
5.2.2 Results 
5.2.2.1 Results of exploratory inter-correlations 
Results of the inter-correlations between the variables in the Shaw & Barrett-Power 
model are found in Table 5.8. 
There was evidence of the relationships proposed in the Shaw & Barrett-Power 
model. There was a significant relationship between restructuring initiatives, and 
information & participation, and most coping effectiveness variables (i.e., not job 
insecurity, self-efficacy, QOL 1 [physical], or QOL2 [psychological functioning]). 
There was also a significant relationship between information & participation and 
coping action; and between information & participation and over half the coping 
effectiveness variables (i.e., not job insecurity, self-efficacy, JP-X [overall job 
stress], QOLI [physical], QOL2 [psychological], or QOL3 [environment]). 
However, there was a significant relationship between coping action and only a 
quarter of the coping effectiveness variables (i.e., not the JSS indices, QOL domains, 
or intention to quit). Again, contrary to assumptions there was a significant positive 
relationship between coping action and job insecurity. 
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Table 5.8 Study 1 b 
- - - 0- - --r-- ------ - --- -- ----- ,-- -- - / 
RI I&P CA JIN JS SE JS-X JP-X LS-X QOLI QOL2 QOI" QOL4 lTQ 
RI -
_. 
·I&P 
-.172** -
--
CA .027 .386** -
JIN .064 -.041 .171** -
JS -.305** .436** .284** -.111 * -
SE -,106 .097 .123* -.016 .198** -
-
JS-X .424** -,190** -.009 .191 ** -.369** -.073 
-
JP-X .372** -.110 .083 .170** -.179** -.048 ,853** -
LS-S .402** -.244** -.076 .198** -.486** -,100 .871 ** .560** 
-
QOLI -.135* .112 .068 -,185** .176** .210** -.224** -.219** -.183** -
QOL2 -.064 .075 .050 -.148** .289** .267** -.211** -.185** -.200** .549** -
QOL3 -.042 .072 -.002 -.092 .109* .123* -.099 -.072 -.116* .343** .525** -
QOL4 -.186** .159* .073 -,186** .245** .295** -.221 ** -.164** -.187** .566** .580** .335** -
ITQ .259** -.188** .004 .277** -.428** -.102 .456** . 271 ** .506** -.272** . -.232** -.124* -.242* -
IR -,190** .371** .286** .124* .501 ** .113 -.233** -.173** -.244*~ ~U7* .187** .029 .179**~ -.197** 
- ----
Key. * correlation significant at .01 level (I-tailed); * * correlation significant at .05 level (I-tailed) 
RI Restructuring initiatives; I&P: Information & participation; CA: Coping action; JIN: Job insecurity; JS: Job satisfaction; SE: Self-efficacy; JS-X: Job Stress 
Index; JP-X: Job Pressure Index; LS-X: Lack of Support Index; QOLI Quality of Life (Physical); QOL2: Quality of Life (Psychological); QOL3: Quality of Life 
(Social); QOL4: Quality of Life (Environment); ITQ: Intention to quit; IR: Impact of restructuring. 
Table 5.9 Study 1 b T' 1 P dP G d standard d t 
. .-
N RI I&P CA JIN JS SE JS-X JP-X LS-X QOLI QOL2 QOL3 QOL4 ITQ IR 
Pre Group 71 
Mean 7.09 58.97 38.67 5.75 21.30 24.82 25.63 30.87 23.76 79.78 67.58 75.35 68.50 22.90 16.33 
SO 2.85 16.74 15.70 5.30 7.65 3.47 13.10 14.34 17,36 12.50 14.57 17.79 14.30 10.00 6.50 
Post Group 188 
Mean 6.79 51.99 39.01 7.32 21.64 25.69 25.90 31.25 23.91 76.65 67.13 71.10 66.65 23.29 17.04 
SO 2.71 17.09 16.79 5.17 7.60 3.70 11.88 14.00 15.16 15.63 15.64 20.63 14.44 10.92 7.25 I 
Key. RI Restructuring initiatives; I&P: Information & participation; CA: Coping action; JIN: Job insecurity; JS: Job ~atisfaction; SE: Self-efficacy; IS-X: Job 
Stress Index; IP-X: Job Pressure Index; LS-X: Lack of Support Index; QOL 1 Quality of Life (Physical); QOL2: Quality of Life (psychological); QOL3: Quality of 
Life (Social); QOL4: Quality of Life (Environment); ITQ: Intention to quit; IR: Impact of restructuring. 
137 
11; 
-
There were significant relationships between most of the coping effectiveness 
variables at the .01 level; there were high inter-correlations between the JSS indices 
as expected. In addition, there was also evidence of significant relationships between 
the JSS indices, and job satisfaction (i.e., negative), and intention to quit (i.e., 
positive). Moreover, there were significant relationships betweenjob satisfaction, 
and aspects of job satisfaction i.e., impact of restructuring (i.e., positive), and job 
insecurity (i.e., negative). 
5.2.2.2 Pre and Post group means 
A one-way MANOVA was conducted to determine the effect of a restructuring event 
on each of the variables (Table 5.10). The level of significant was reduced to .01 to 
cater for experiment wide effects. The F test for Box's test was not significant, Box's 
M: 156.263, F (120, 59026.38) = 1.194 p= NS, indicating that there were no 
differences in the variances and covariances among the dependent variables in the 
two groups. A significant difference was found between the Pre and Post groups, 
Wilks' ~= .901, F (15, 243) = 1.775, p= .039; 112 = .099. The multivariate 112 indicated 
that 10% of the multivariate variance for the dependent variables was associated with 
the group factor. ANOVAs on each dependent variable were conducted as follow-up 
tests to the MANOVA; each ANOVA was tested at the .05 level. The ANOVA on 
restructuring initiatives was not significant F (1, 257) = .587, p= .444, 112 = .002. 
There were significant differences in the direction proposed in the model on two 
other variables: information & participation, F (1,257) = 8.691, p= .003, 112 = .033; 
andjob insecurity F (1,257) = 4.689, p= .031, 112= .018. 
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Table 5.10 Study 1b Time 1: Inter-correlations between time in months and the 
variables 
Variables Pre group Post group 
6-1 months before event 1-6 months after event 
n= 71 n= 188 
Restructuring initiatives -.278** .116 
Information & participation .331 ** 
-.029 
Coping action -.001 .086 
Job insecurity .181 .210** 
Job satisfaction .296** -.091 
Self-efficacy -.007 .071 
Job Stress Index (JS-X) .043 -.003 
Job Pressure Index (JP-X) .122 .037 
Lack of Support Index (LS-X) -.045 -.003 
QOL1 (Physical) -.099 -.076 
QOL2 (Psychological) .026 -.097 
QOL3 (Social) .004 -.040 
QOL4 (Environment) .061 -.092 
Intention to quit -.275* -.011 
Impact of restructuring .186 -.020 
Key. **p < .01; *p < .05 level (I-taIled); Italics: variables not linearly related. 
5.2.2.3 Pre group (6 to 1 month) results 
There was a significant negative relationship between time, and restructuring 
initiatives (r= -.278, p< .01) (Table 5.9). Contrary to study la findings there was a 
significant positive relationship between time, and information & participation (r= 
.331, p< .01). In addition there was a significant positive relationship between time 
and job satisfaction (r= .296, p< .01), and as in study la, a significant negative 
relationship between time and intention to quit (r= -.275, p< .05). 
5.2.2.4 Post group (1 to 6 months) results 
There were no significant relationships between time and the variables in the 
direction assumed by the researcher (Table 5.9). In addition, contrary to earlier 
results, there was a positive relationship between time and job insecurity (r= .210, p< 
.01). 
5.2.2.5 Discussion 
These exploratory results provide substantial evidence of significant inter-
correlations between the four components of the Shaw & Barrett-Power model 
(1997). Moreover, there are significant inter-correlations between the JSS indices, 
and job satisfaction, and intention to quit as the researcher assumed. There is a 
significant difference between the Pre and Post group means overall, and in 
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particular on two variables. Specifically, information & participation was lower, and 
job insecurity was higher during the six months post event, when compared with six 
months pre event, but with different nurses. The inter-correlations between time and 
the variables in the model, confirm one of the relationships that Shaw & Barrett-
Power propose, and the researcher's assumptions. In particular, when an event is 
imminent, nurses report restructuring initiatives are higher, but information & 
participation, and job satisfaction are lower, and intention to quit is higher. Whereas, 
following a recent event, higher job insecurity is the only significant finding. 
The theoretical reasons that account for these exploratory results relate to the 
psychological stress processes (Lazarus & Folkman, 1984). Specifically, that 
heightened perceptions of stress have cognitive and motivational manifestations, and 
behavioural consequences. In particular, the results provide some evidence of threat 
rigidity syndrome (Staw et aI1981), which forms the basis of the Shaw & Barrett-
Power model. Moreover, there is some evidence that this accounts for subsequent 
behaviour regarding coping action, and coping effectiveness as described in the 
model. However, the role of coping is unclear. Although it is associated with job 
satisfaction, it is not associated with the JSS indices, or intention to quit. This may 
indicate that rather than being a direct response to primary appraisal as Lazarus & 
Folkman suggest, it is a mediator of the emotional response to stress (Harris, 1991). 
The methodological reasons that account for these results include limiting the data to 
the six-month periods pre and post an event. This not only increased the likelihood of 
more reliable responses, but also more closely measured nurses' perceptions during 
an event, and thus the possible changes proposed in the Shaw & Barrett-Power 
model. However, although the MANOVA significance level is reduced to .01, 
correlational significance levels are not corrected to minimize the chance of making 
a Type 1 error. In this instance, using the Bonferroni approach (Green et al2000, 
p238), where .05 is divided by the number of correlations, the correlation coefficient 
would not be significant unless the p value is .003 (Table 5.10). None is significant at 
this level. 
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5.2.3 Conclusion 
The two correlational analyses explore the relationships proposed by Shaw & 
Barrett-Power (1997), in order to begin to answer the first research question i.e., Do 
NHS restructuring events affect nurses' level of stress, and directly influence 
intentions to leave, or indirectly influence intentions to leave through aspects of job 
satisfaction? Although the first analysis provides some support for the relationships, 
the pre/post timescales make these responses unreliable. However, the second 
analysis not only provides some support for the relationships proposed by Shaw & 
Barrett-Power, but also new evidence regarding the psychological processes involved 
in restructuring. On the basis of the second exploratory study, the researcher believed 
it was reasonable to reanalyze the data in order to ascertain whether restructuring 
events cause lower information & participation, lower coping action, and lower 
coping effectiveness, especially higher job stress, lower job satisfaction, and higher 
intentions to leave among NHS nurses. 
In order to assess causality, the responses of these 'affected' nurses are compared 
with other 'non-affected' nurses, in a quasi-experimental design. In this final analysis 
at the individual level, the personality, socio-demographic, and home-work conflict 
variables discussed earlier (4.3.3) are also included - not only because this is 
consistent with the cognitive theory of stress (Lazarus & Folkman, 1984), but also 
because the correlations in these exploratory studies are very small. This suggests 
that other factors contribute to the situation. 
5.3 Study 1c: Hypothesis tests 
The second part of this chapter provides details of the design, and the methods used 
to test relationships between the individual level variables in the Shaw & Barrett-
Power model (1997), and the working model. Specifically, it justifies the use ofa 
quasi-experimental design, provides details of participants (i.e., sub-set of total 
sample: affected nurses, and non-affected nurses), measures, procedure, proposed 
methods of data analysis, and data imputation procedure. The chapter concludes with 
a discussion of the issues that posed a threat to the integrity of the study, and the 
ameliorating actions taken by the researcher. 
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5.3.1 Research Design 
A quasi -experimental design was chosen because ( a) the results of exploratory 
analyses justified using such a design, insofar as there were some indications that the 
variables co-varied as the Shaw & Barrett-Power model proposed, and evidence of 
threat rigidity syndrome; also (b) the researcher wanted to test for causality, and (c) 
evaluate the working model. 
Figure 5.8 Summary model of stress coping-based dependent variables in downsizing 
situations (Shaw & Barrett-Power, 1997, pI22), and antecedents to primary & 
secondary appraisal (Lazarus & Folkman, 1984) 
... 
Appraisal 
... 
..... 
I 
Information & participation 
1. Restriction of Information Processing 
Personal and 
professional antecedents 
2. Constriction of Control 
3. Cognitive Errors 
Coping effectiveness 
1. Alleviate cause of stress 
2. Motivate 
3. Maintain equilibrium 
4. Enhance self-efficacy 
5. Minimize negative outcomes 
I 
..... 
~, 
Action 
1. Alone versus collective coping 
2. Problem solving/Controlling 
3. EmotionaVwithdrawal 
4. Severity 
5. Complexity 
6. Flexibility 
A quasi -experimental design was a good approach to use in a natural setting in which 
it was not possible to randomly allocate participants to groups. The study was 
designed to use a re_structuring event as the independent variable, and information & 
participation, coping action, and coping effectiveness as dependent variables. The 
responses of nurses affected by a restructuring event would be compared with nurses 
in a non-equivalent control group who had not been affected by an event. Both 
affected, and non-affected nurses would be sampled on two occasions, six months 
apart. 
The advantages of this design were that it would have higher internal validity than a 
correlational design (i.e., restructuring initiatives may be shown to cause changes in 
information & participation, coping action, or coping effectiveness), as well as 
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external validity (i.e., the results could be extrapolated beyond the current sample). 
In addition~ the effect of restructuring could be evaluated over a longer period of time 
than would have been possible with a single group, pre-post design. This could 
increase knowledge about the process, specifically the duration of threat rigidity 
syndrome, and its concurrent effects on coping effectiveness. Although a cohort 
sequential design would have provided more systematic evidence of such changes 
over time (Anderson, 1993; Breakwell & Fife-Schaw, 1994), this was not chosen 
because of the cost involved, and because the main focus of the study was changes 
over a small period of time (i.e., within six months of a restructuring event). In order 
to enhance internal validity time 2 mean scores would be compared with the time 1 
mean scores of the equivalent group, on the same variable. 
This quasi-experimental design would enable the three individual level research 
questions to be answered. Firstly, Do NHS restructuring events affect nurses' level of 
stress, and directly influence intentions to leave, or indirectly influence intentions to 
leave through aspects of job satisfaction? Three hypotheses were tested to answer 
this question. Specifically, they evaluated whether there were differences between 
affected and non-affected groups, and changes over time, such that during the six 
months post event affected nurses reported significantly lower job satisfaction than 
1-6 months pre event, or 7-12 months post event, and when compared with non-
affected nurses, and significantly higher intention to quit than 1-6 months pre event, 
or 7-12 months post event, and when compared with non-affected nurses. 
It was hypothesized that: 
1. Affected nurses will report higher restructuring initiatives than the non-
affected nurses at times 1 & 2 i.e., from 6 months pre to 12 months post 
event. 
2. Affected nurses will report lower information & participation, coping action, 
and coping effectiveness for up to six months after an event, when compared 
with 1-6 months pre event, and 7-12 months post event. 
3. Affected nurses will report lower information & participation, coping action, 
and coping effectiveness up to six months after an event compared with non-
affected nurses. 
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The second research question stated: Does either the Shaw & Barrett-Power model 
(1997) or the working model explain adequately how NHS restructuring events affect 
nurses' coping effectiveness? Two hypotheses were tested to answer this question. 
Specifically, they evaluated whether interactions between the variables proposed in 
the Shaw & Barrett-Power model, or transactions proposed in the working model 
accounted for nurses coping effectiveness, especially job satisfaction, and intentions 
to leave during the six months pre and/or post a restructuring event. The latter was 
based on the knowledge that socio-demographic (e. g., age), and professional 
characteristics (e. g. , education), as well as moderator and/or mediator processes 
could influence the dependent variables described in the Shaw & Barrett-Power 
model in addition to the direct influence that the model proposed. 
It was hypothesized that: 
4. Restructuring initiatives, information & participation, coping action, and 
coping effectiveness will have a direct influence as proposed in the Shaw & 
Barrett-Power model (1997). 
5. Neuroticism, home-work conflict, self-efficacy, and time will moderate 
and/or mediate relationships between the Shaw & Barrett-Power model 
variables as proposed in the working model. 
6. Restructuring initiatives, information & participation, coping action, coping 
effectiveness, neuroticism, home-work conflict, and self-efficacy will predict 
job satisfaction, and intention to quit. 
The third research question stated: Does only the individual level account for 
significant variance on each of the dependent variables? One hypothesis was tested 
to answer this question. Specifically, it evaluated whether the work group, hospital, 
NHS Trust, or region of the UK in which restructuring was taking place, accounted 
for a significant amount of variance on the dependent variables, in addition to the 
individual level. 
It was hypothesized that: 
7. Differences in the variance of the dependent variables will be accounted for 
only by individual differences in both affected, and non-affected groups. 
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5.3.2 Participants 
Participants in this analysis (Table 5.11) were a sub-set of those described above 
(5.1.2). The affected groups (Groups 1-4) comprised the same nurses whose time 1 
data were analyzed in Study 1 b (n=259). Group 5 comprised all those who were not 
affected by an event, whose recruitment has been described above (5.1.2; 5.2.2; 
n=92). An a priori power analysis using Gpower indicated that a total sample of256 
was estimated to have 950/0 power, d = .5, a = .01, I-tailed. 
T bl 5 11 St d 1 T' a e u y c lmes 1 & 2 P rt" t a lClpan s 
NBS Trust! Nurses affected by a restructuring Nurses not affected by a restructuring 
RCN Area event (Groups 1-4) event (Group 5) 
Time 1 Time 2 Time 1 Time 2 
S R 0/0 S R 0/0 S R 0/0 S R % 
NBS Trust 1 - - - - - - 6 5 83 NA NA -
NHS Trust 2 54 31 57 31 11 35 10 7 70 7 6 86 
NBS Trust 3 17 17 100 17 13 76 - - - - - -
NBS Trust 4 54 37 69 37 16 43 29 17 59 17 12 71 
NHS Trust 5 75 24 32 24 13 54 33 19 58 19 13 68 
NHS Trust 6 29 0 0 
- - - 1 1 100 1 0 0 
NBS Trust 7 20 12 60 12 9 75 10 3 33 3 3 100 
NBS Trust 8 - - - - - - 20 6 30 6 4 67 
RCN Area 1 399 3 <1 3 1 33 399 26 7 26 11 42 
RCN Area 2 246 7 3 7 2 29 246 5 2 5 1 20 
RCN Area 3 293 4 1 4 2 50 293 2 <1 2 0 0 
RCN Area 4 292 41 14 41 18 44 - - - - - -
RCN Area 5 246 50 20 50 14 28 - - - - - -
RCN Area 6 250 33 13 33 11 33 250 1 <1 1 0 0 
Group sub 1975 259 13 259 110 42 1297 92 7 92 50 54 
totals 
Key. s: Selected~ R: Responded; NA: Not apphcable 
The total sample at time 1 was 351, and at time 2 it was 160 (540/0 unit non-
response). There were significant differences in terms of non-response at time 2 in 
three TrustslRCN Areas: NHS Trust 5 (fewer), NHS Trust 7 (fewer), and RCN Area 
5 (more). The Pearson X2 .008, but 63% of cells had an expected count of <5 (because 
of the large number of Trusts within the RCN Areas). 
Details of data collection dates and group numbers for the five time-limited groups 
are given in Table 5.12. Nurses in Groups 3 and 4 reported that they had been 
affected by at least one of the following events: management changes; their unit or 
part of their unit was relocated to different premises; their work group was dispersed. 
These restructuring events led to reorganization of the work environment, and in 
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some instances to re-formed work groups. The same events were expected to affect 
nurses in Group 1 and 2. Nurses in Group 5 reported they were not affected by a 
restructuring event at both times 1 and 2. The four affected groups had co-terminus 
time 2/time 1 points i.e., Group 1 time 2, with Group 3 time 1; Group 2 time 2, with 
Group 4 time 1 (Table 5.13). This would allow some indication of the similarities or 
differences between different nurses responses, but at the same point in time vis-a.-vis 
a restructuring event. Similarities would allow the researcher to consider changes 
over time from 6 months pre event, to 12 months post event, albeit with different 
nurses. 
The participants were qualified nurses (94% female) and aged 22-68, with a mean 
age of38.55. These socio-demographic characteristics were therefore representative 
with the UK nurse population (Smith & Seccombe, 1998). The socio-demographic, 
and professional characteristics are reported in Appendix 5.16. The affected, and 
non-affected groups were similar in terms of average hours worked per week, 
proportion working full-time, professional education, ethnicity, marital status, and 
gender. The affected group reported more years in grade (t= 3.291, p= .001), years 
on ward (t= 3.795, p= .001), and in hospital (t= 4.351, p= .001). They were older (t= 
3.917, p= .001), had fewer children at home (t= -2.235, p= .027), more D grades 
(Pearson X2 .006), and less previous experience of restructuring (Pearson X2 .001). 
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Table S.12 StudY Ie T" 1 & 2: Data colleeti dat dnumb 
--- ------7 -_._-- ---. --- ------ - - -
G MonthlYear Tunel TrustlRCN Trust/RCN RCN RCN RCN RCN Time 2 
Name N Name N Name N Name N Name N Name N 
1 Oct/Nov 1999 4-6 months pre Trust 7 12 RCN6 2 June 1999 
2 Dec: 1998 1-3 months pre Trust 2 7 June 1999 
March 1999 1-3 months pre Trust 4 37 Sept 1999 
June 1999 1-3 months pre TrustS 10 Dec 1999 
Sept/Oct 1999 1-3 months pre RCN2 2 RCN4 1 Mar 2000 
3 Jan~1999 1-3 months post Trust 2 24 Trust 3 17 June 1999 
June 1999 1-3 months post TrustS 10 Dec 1999 
Sept/Oct 1999 1-3 months post ReNI 3 RCN2 2 RCN3 2 RCN4 24 RCN5 2 RCN6 1 Mar 2000 
4 June 1999 4-6 months post Trust 5 4 Dec 1999 
~ept/Oct 1999 4-6 months post RCN2 3 RCN3 2 RCN4 16 RCN5 48 RCN6 30 Mar 2000 
5 Dec 1998 Not affected Trust 1 5 June 1999 
January 1999 Not affected Trust 2 7 July 1999 
March 1999 Not affected Trust 4 17 Sept 1999 
June 1999 Not affected TrustS 19 Dec 1999 
August 1999 Not affected Trust 8 6 Jan 2000 
Sept 1999 Not affected Trust 6 1 Mar 2000 
Sept/Oct 1999 Not affected RCNI 26 RCN2 5 RCN3 2 RCN6 1 Mar 2000 
Nov 1999 Not affected Trust 7 3 
- _.- -- -
May 2000 
-
Key. G: Group 
... __ .&_ - .... - _._ ... .J -- - --- -. - -- --- --------- i-"--- - ---~ -- FJA'- -"II ----- ---
Group Time I Time 2 Data Data Data Data Data Data Data Data 
N N collection collection collection collection collection collection collection collection 
1 14 9 4-6 pre 1-3 post I 
2 57 26 1-3 pre 4-6 post I 
3 85 43 1-3 post 7-9 post 
4 103 32 4-6 POst 10-12 post 
5 92 50 Not affected Not affected 
Total 351 160 
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5.3.3 Measures 
In addition to the measures outlined above (5.1.3) that were used in studies 1a & 1b, 
two instruments were selected to measure the fifth part of the working model i.e., 
antecedents to primary and secondary appraisal. As in the previous studies the 
dimensionality was analyzed, and the reliability coefficients of the instruments were 
estimated after the first 136 completed questionnaires had been screened (Appendix 
5.3), and again when all completed questionnaires had been screened (Table 5.3). In 
each instance dimensionality was evaluated using an obliquely rotated solution. 
5.3.3.1 Antecedents to primary and secondary appraisal 
The Neuroticism (N) scale of the EPQ-R Short Scale (Eysenck & Eysenck, 1993) 
was chosen as a measure ofNA (Appendix 5.2, p311: Section 2 Yourself). This 
variable has been found to operate via four pathways: to have direct effects on the 
strain measure, to act as a partial confound, to playa significant moderating role, and 
to be mediated through perceptions of the work environment (Moyle, 1995), so it 
was important to control for. The N scale is defined in terms of anxiety, low self-
esteem, obsessiveness, lack of autonomy, hypochondriasis, unhappiness, and guilt 
(Thomas, 1990). It comprised 12 items: 1, 5, 9, 13, 17,21,25,30,34,38,42, & 46, 
which demanded a dichotomous response (No=O, Yes=I). The instrument had a high 
reliability (.80), and high validity (e.g. Ferrando, 2001). The authors' means and 
standard deviations are reported in Appendix 5.17. The dimensionality of the items 
was analyzed. The pattern matrix coefficient achieved simple structure. There were 
four factors, which accounted for 570/0 of the variance. Cronbach's alpha for the scale 
was .74 (Table 5.3).- Individual responses were computed according to the authors' 
instructions (min: 0, max: 12). A high score represented high neuroticism. 
The Home-Work Conflict (HWC) 5-item sub-scale of The Nurse Stress Index (Harris 
et al., 1989~ Appendix 5.2, p312: Section 3 Family and Work) was chosen in the 
belief that it evaluated the strength of an individual's home life on hislher work 
situation. Such conflict has been found to moderate nurses responses to downsizing 
events (Burke & Greenglass, 1999~ 2001a). The instrument, which had as-point 
rating scale, has been described as a 'reliable and reasonably construct-valid measure 
for assessing nurses' (Cooper & Mitchell, 1990). The authors' means and standard 
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deviations are reported in Appendix 5.18. The dimensionality of the items was 
analyzed. The pattern matrix coefficient achieved simple structure. There was one 
factor, which accounted for 51 % of the variance. Cronbach's alpha for the scale was 
.75 (Table 5.3). The scale score was computed according to the authors' instructions 
(min: 5, max: 25). A high score represented high home-work conflict. 
The working model also proposed that self-efficacy was an antecedent to primary 
and secondary appraisal, although the Shaw & Barrett-Power (1997) proposed it was 
a measure of coping effectiveness. Details of the scale used are found earlier 
(5.l.3.5). 
5.3.4 Procedure 
The same procedure was adopted in the eight NBS Trusts, and the RCN survey as 
outlined in section 5.1.4. 
5.3.5 Data Analysis methods 
The data were screened for missing data, outliers, and normal distribution. Data 
missing from the source were randomly distributed. Means, standard deviations, and 
normality were calculated for each instrument, or sub-scale for Groups 1-4 
(Appendix 5.19) and Group 5 (Appendix 5.20). Normality was accepted when skew 
and kurtosis were between -1/+ 1. Because there were <50/0 missing values on most 
time 1 items, and sub-scales (Appendix 5.19), the time 1 missing values were 
imputed as described above (5.1.5). 
The hypothesis that related to differences between the groups was tested by a one-
way MANOV A. Those that assessed differences between groups and over time were 
tested by conducting repeated measures MANOV As, follow-up repeated measures 
ANOVAs, and paired samples t-tests. Moderators, and mediators were tested using 
the strategies outlined by Baron & Kenny (1986). Difference in the variance of the 
dependent variables at the five levels, which was necessary in this organizational 
stress research (Bliese et al., 2002~ Morrison et aI., 2003) was tested by treating the 
data to the multilevel modeling technique (MLwiN) as described by Rasbach (2002). 
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5.3.5.1 Treatment of time 2 data 
In order to analyze the data obtained on both occasions, the researcher had to decide 
whether to use only time 2 data and therefore only 560/0 of time 1 data, or whether to 
treat the time 2 data so that a completed data set could be analyzed. It is not 
uncommon to have missing values in social science data sets. The missing value 
problems in the time 2 data set comprised both unit non-response (540/0), and a some 
random missing values. There are three general strategies for analyzing incomplete 
data: imputation, weighting, and direct analysis of the incomplete data (Little & 
Rubin, 1989, p294). 
Weighing is only applicable to monotone patterns of missing data, and direct analysis 
of the incomplete data, which uses available-case analysis is not considered a reliable 
approach (Little & Rubin, 1989, p295). Imputation replaces missing values by 
suitable estimates and then applies standard complete-data methods to the filled-in 
data. Although intuitively an attractive idea, imputation has pitfalls. The major one is 
that analyses of the filled-in data treat the imputed data as if they were real, and thus 
overstate precision. For this reason an extension of imputation i.e., multiple 
imputation is preferred as it corrects problems of overestimating confidence levels, 
and underestimating nominal significance levels. As a consequence, multivariate 
tests from filled-in data are particularly misleading (Little & Rubin, 1989, p293). As 
with all statistical methods multiple imputation is based on certain assumptions. In 
particular, it is necessary to assume that the manner in which the missing values were 
lost is ignorable, in the precise sense defined by Rubin (1987), which is subsequently 
labeled missing at random (MAR; Little & Rubin, 1989). This means that the 
probability of a particular observation being missing depends on observed values, but 
not on missing values. This allows the research to estimate relationships among the 
variables from the observed data, and then to use these relationships to obtain 
unbiased predictions of the missing values from the observed values. 
The first step therefore was to establish whether time 2 data were MAR. Regarding 
this, Schafer & Olsen (1998) make two points. 'First, MAR is defined relative to the 
variables present in the data set. If a variable X is related to both the missingness of 
the other variables and to the values of those variables and X is removed from the 
data set, then MAR will no longer be satisfied. For this reason, it is good practice to 
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include in an imputation procedure variables that are predictive of missingness, 
because MAR then becomes more plausible. Second, the MAR hypothesis cannot be 
tested from data at hand; doing so would require knowledge of the missing values 
themselves'. In order to establish whether time 2 were MAR the researcher created a 
dichotomous variable that categorized each participant's time 2 response (i.e., 
Yes=l, No=O). She explored whether there was any significant difference between 
those who responded and those who did not respond at time 2 on each variable. 
There was no reason to suspect a variation between the groups on the categorical 
variables except grade, and clinical specialty, and no significant difference on the 
values for the continuous variables except number of children. These three variables 
were deemed to influence time 2 responses. They were included in the estimates of 
the probability that time 1 variables predicted time 2 responses, and controlled for 
when fitting the models. 
The second step was to estimate the probability of each time 1 variable predicting 
responses at time 2. This entailed conducting a series of logistic regression analyses. 
The -2 log likelihood was decreased from 894.479 to 845.130 when 13 out of 26 
variables were included (Appendix 5.22). The number of participants correctly 
predicted as responding at time 2 in the final block was 38.4%, representing a total of 
61.7%. The final step was to obtain the best model for each time 2 outcome variable 
based on time 1 responses. This involved conducting a series of linear regression 
analyses to obtain the best model for each (Appendix 5.23). From these 
unstandardized predicted values were obtained, and these were imputed where there 
were missing values at time 2. Means, standard deviations, and normality for each 
instrument, or sub-scale for Groups 1-5 (Appendix 5.21) were calculated. 
5.3.5.2 Study lc groups 
For the purposes of this study, three groups were defined: A, B, & C. Group A 
comprised nurses who were anticipating a restructuring event within the following 6 
months; Group B had experienced a restructuring event during the previous 6 
months; Group C were not directly involved in a restructuring event. Although 
Groups A & B were exactly the same as study Ib Pre and Post groups respectively, 
new labels were given in order to avoid confusion. Groups A and B were analyzed 
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separately, as well as together so that it was possible to assess changes over time (i.e. 
from up to six months pre event, to up to 12 months post event). 
5.4 Real world research issues 
A number of issues posed a threat to the integrity of the study, both during the 
planning, and the execution stages: validity, reliability, operationalisation, and the 
researchers relationship with participants. 
During the planning stage the researcher attempted to address potential threats to 
internal validity (Cook & Campbell, 1979, cited in Johnson & Duberley, 2000, p49). 
She wanted to select two equal and representative groups of nurses (i.e., affected, and 
non-affected by a restructuring event). Data collection from the affected group was 
planned for three months prior to, and three months post the event. Because of 
recruitment difficulties the sample comprised nurses at different stages of the 
restructuring process. In order to make the best use of the data it was decided to 
evaluate changes over a longer period of time. To ensure that there was consistency 
between the affected groups time 2 responses of one group were compared with the 
time 1 responses of the next group in the series. This modification to the original 
design had the benefit of allowing an evaluation over a longer period of time. Despite 
efforts to increase the number of responses, there was however quite a high mortality 
at time 2. 
It was understood that within an NBS Trust, units, or parts of units would be affected 
to a greater or a lesser extent. The recruitment strategy therefore was to identify two 
groups of nurses who had the same manager; one group would be affected to a 
greater extent, and the other to a much lesser extent. Unfortunately this was not 
always possible because the event was either affecting the whole unit in a similar 
way, or because there was limited participation from the non-affected part of the unit. 
So in order to recruit enough non-affected participants, other participants were 
recruited either from the same clinical area, but in another Trust, or from a different 
clinical area (and manager) within the same Trust, however this had the potential to 
introduce even more unknown variables. 
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Unfortunately the researcher had little influence however over other aspects of 
recruitment. Despite considerable effort to encourage NBS Trusts, Directors of 
Nursing, unit managers, and nurses to participate, there was limited control over who 
participated. The result was limited participation: a third of the Trusts that were 
approached, one unit within these Trusts, and self-selected participants within these 
units. With regard to the RCN survey, there was even less control. This may have 
accounted for the low response rate, but more significantly, it resulted in participants 
who worked in many different Trusts, and who had already been affected by a 
restructuring event. This potentially affected the extent to which differences before 
and after an event with the same participants could be assessed, but not relationships 
between the affected and non-affected groups. Another positive factor: the sample, 
derived from England, Scotland, Northern Ireland, hospital and community settings, 
was typical in terms of UK nurses' socio-demographic and professional 
characteristics, and there were no very high or very low scorers. 
Naturally the researcher had little influence over what happened to the groups 
between data collection times. Within Trusts that were merging, the non-affected 
group could also have been affected by the restructuring event, e.g. nurses 
temporarily loaned to affected wards. This experience may have affected their time 2 
responses in various ways. In addition, the potential for other factors (i.e., positive 
and negative) to influence nurses' responses at time 2 was also increased because the 
data collection times were six months apart. Both possibilities had the potential for a 
Type 11 error. Therefore it was decided to reduce the time between data collection 
points to three months for the second study. 
While planning the study attempts were made to address four potential threats to 
external validity (Johnson & Duberley, 2000, p51). Attempts were made to avoid a 
selection effect (i.e., the findings being specific to a particular group of nurses). This 
informed the decision to approach all the Chief Executives of Trusts that were 
merging between September 1998 and 1999, rather than one or two. Although the 
aim was to recruit affected and non-affected groups from each Trust, the recruitment 
difficulties resulted in a sample that comprised a few nurses who worked in each of 
many Trusts, although as indicated above this had the potential to increase external 
validity. Low group numbers (within individual Trusts) could have been a source of 
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Type 11 errors, however differences between Trusts were made possible by using the 
multilevel modeling technique. 
No attempt was made to avoid a setting effect, (i.e., findings were specific to, and 
dependent on a particular context). The study was planned to assess the effects of 
Trust mergers, but since these entailed various features, this enhanced the external 
validity of the study. Because the study deliberately took place at a specific, and 
unique time: during the first two years of Trust mergers, it was less able to avoid a 
history effect. However, similar events are likely to occur in the future, and the 
findings from this study could be relevant to them. Finally, a construct effect could 
not be avoided (i.e., the concepts in the Shaw & Barrett-Power model were general, 
but had to be elaborated so that they were specific to NBS nurses). This limited the 
extent to which the findings could be generalized to other groups. However, because 
the concepts had not been tested previously, limiting the study to one occupational 
group was considered a good decision. 
While planning the study attempts were made to ensure that the measures were 
reliable, and that potential errors and biases were addressed (Black, 1999, Part 2: 
Measurement Design). Instruments selected, modified, or devised were believed to 
be objective (i.e., items were unlikely to be perceived as having different meanings) 
in order to minimize participants' errors and biases. Types of responses were varied, 
and the position of the positive pole in semantic differential statements was 
alternated. 
Attempts were also made to minimize potential errors and biases by the way the 
questionnaires were designed, administered, and analyzed. The questionnaire was 
designed in booklet form; it anticipated that this would result in it being completed 
page by page in sequence. However there was no control over this, and therefore 
over the temporal succession of information processing (Schwarz & Hippler, 1995). 
Thus looking at items at the end of the questionnaire may have influenced answers to 
those at the beginning. In addition, although it took 20-30 minutes to complete the 
questionnaire, which was considered acceptable, some nurses commented that it took 
up to an hour. This may have resulted in reduced response reliability, and non time 2 
response. The plan was to give participants the questionnaire after the researcher had 
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talked with them about the study, and they had had time to read the information 
sheet. However because RCN participants were mailed the questionnaire this was not 
possible. Although questionnaires were not administered during holiday periods, 
there was no control when or where they were completed. These compromises may 
have adversely affected the reliability of the study. However, the data were analyzed 
using the planned statistical strategies, which were believed to be reliable methods. 
The planning stage involved operationalizing the concepts in the Shaw & Barrett-
Power model, so that they represented reliable and valid indicators for nurses in the 
context of the study. A logical, and a/actor-analytic approach (Black, 1999, p299) 
was adopted to the construct validity of the instruments that were modified or 
devised. The former involved ensuring that there was a logical consistency between 
the definition of the concept within the model, its construct elaboration, and the 
resulting instrument. Two strategies were adopted to enhance construct validity. 
Imagery was used to evolve items from the descriptions of constructs given by Shaw 
& Barrett-Power (1997), and to modify those formulated by Greenglass & Burke 
(1997). Wording items so as to minimize faking, the tendency towards social 
desirability, bias, and misinterpretation enhanced the approach. The factor-analytic 
approach was used to justify the instruments validity. Items that had been modified 
or devised were factor analyzed at regular points, and those with low communality 
were removed. The reliability of the instruments was evaluated by test-retest 
measures on the non-affected group (Appendix 5.24)~ results indicated that the 
instruments were generally reliable, with the exception of absenteeism, and impact of 
restructuring. Although there was little obvious reason in relation to absenteeism, 
there was an increase of>8 in the mean score for impact of restructuring i.e., there 
were perceptions of a positive impact on patient care/services. 
During the planning and execution stages of the study, the researcher was aware of 
another potential threat to the integrity of the study: her relationship with 
participants. The researcher planned to give consistent information to each Trust, and 
to both affected and non-affected nurses; to this end only one information sheet was 
distributed. She also planned to meet potential participants to increase their 
understanding of, and confidence in the research process, however this was the 
source of unforeseen conflict. Although the researcher wanted to give information, 
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she also wanted participants. She found some difficulty in achieving a balance 
between giving information, and listening to potential participants accounts of their 
work situation, although this was not limited to nurses in restructuring environments. 
In contrast, she did not meet with any RCN participants. Contact with participants 
therefore varied. In addition, the experience of listening to nurses' accounts of their 
work situation had a negative effect on her morale. She resolved therefore to limit the 
extent to which she met with nurses when recruiting for the second study. 
5.5 Overview of the Chapter 
The focus of the chapter was a description of the designs, and methodology adopted 
in the first study, and the preliminary results. Two exploratory studies using a 
correlational design assessed relationships between the Shaw & Barrett-Power 
variables, in an initial attempt to answer the first research question. Results of the 
first, based on the total sample of affected nurses, confirmed some relationships. 
However, a second exploratory study, using a sub-set of this sample, provided more 
reliable data insofar as responses related to the six-month period pre and post a 
restructuring event. The correlational results provided considerable evidence of the 
relationships proposed by Shaw & Barrett-Power (1997). Moreover, there was some 
evidence of threat rigidity syndrome (Staw et aI1981): as an event became more 
imminent, restructuring initiatives increased and this was associated with lower 
information & participation, lower job satisfaction, and higher intention to quit, 
although the role of coping action was unclear. These results were used to justify 
further data analysis, and to answer the three research questions. 
The second part of the chapter described the quasi -experimental design and 
methodology adopted to answer the three research questions, by testing seven 
hypotheses. For this, data were obtained on two occasions six months apart, from the 
same sub-sample of affected nurses, and other non-affected nurses. In order to 
analyze the data of these participants, the researcher adopted the multiple imputation 
procedure to impute time 2 non-responses. The rationale for this, and the procedure 
were described. The chapter concluded with an account of the issues that posed a 
threat to the integrity of the study, and the ameliorating actions taken by the 
researcher. 
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The following chapter provides the results of the seven hypothesis tests, and a 
discussion of these results in relation to the background theory, focal theory i.e., the 
cognitive theory of stress (Lazarus & Folkman, 1984), the Shaw & Barrett-Power 
model (1997), and associated literature. 
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Chapter 6 Study 1 c results 
This chapter provides the answers to the three individual level research questions, 
and results of seven hypothesis tests, using a quasi-experimental design. 
The first question states: Do NBS restructuring events affect nurses' level of stress, 
and directly influence intentions to leave, or indirectly influence intentions to leave 
through aspects of job satisfaction? Three hypotheses are tested to answer this 
question. Specifically, they evaluate whether there are differences between affected 
and non-affected nurses, and changes over time. 
The second research question tests the relative power of the models; it states: Does 
either the Shaw & Barrett-Power model (1997) or the working model explain 
adequately how NBS restructuring events affect nurses' coping effectiveness? Three 
hypotheses are tested to answer this question. Specifically, they evaluate whether 
interactions between the variables proposed in the Shaw & Barrett-Power model, or 
transactions proposed in the working model account for nurses coping effectiveness, 
i.e., job satisfaction, and intentions to leave during the six months pre and post a 
restructuring event. 
The third research question tests whether there is a significant clustering effect for 
NHS nurses working in a hierarchical organization; it states: Does only the 
individual level account for significant variance on each of the dependent variables? 
One hypothesis is tested to answer this question. Specifically, it evaluates whether 
the work group, hospital, NBS Trust, or region of the UK in which restructuring was 
taking place, accounts for a significant amount of variance on the dependent 
variables, in addition to the individual level. 
6.1 Hypotheses 1-3 
The first question stated: Do NBS restructuring events affect nurses' level of stress, 
and directly influence intentions to leave, or indirectly influence intentions to leave 
through aspects of job satisfaction? Three hypotheses were tested to answer this 
question. Specifically, they evaluated whether there were differences between 
affected and non-affected nurses, and changes over time, such that during the six 
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months post event affected nurses reported significantly lower job satisfaction than 
1-6 months pre event, or 7-12 months post event, and when compared with non-
affected nurses, and significantly higher intention to quit than 1-6 months pre event, 
or 7-12 months post event, and when compared with non-affected nurses. 
A repeated measures MANOV A was conducted to evaluate differences between the 
independent variable (i.e., the three groups: A [i.e., 1-6 months pre & 1-6 months 
post event], B [1-6 months & 7-12 months post event], and C [i.e., non-affected]), 
and each of the 17 dependent variables over time (i.e., time 1, and time 2). The 
multivariate criterion of Wilks' lambda (.6.) was used, and the significance level 
reduced to < .01 to cater for experiment-wide effects. Significant differences were 
found between variable means, .6. = .015, F (16,333) = 1381.260, P - 0; there was a 
variable x group interaction,.6. = .797, F (32, 666) = 2.505, P - 0; and a variable x 
time interaction, .6. = .828, F (16,333) = 4.320, P - 0. However the observed 
covariance matrices were not equal across the groups, F (1190, 136119.7) = 1.50, p-
0. This may have been due to violation of the multivariate normality assumption so 
further interpretation of this MANOVA was invalid. 
Subsequent multivariate analyses were confined to clusters of conceptually related 
variables that did not violate the multivariate normality assumption. In each instance 
the multivariate criterion of Wilks' .6. was used, and the significance level reduced to 
< .01. Levene's test of homogeneity of variances was used to decide how to control 
for Type 1 errors in post hoc comparisons; the Bonferroni procedure, which assumes 
equal variances was chosen when Levene's test was not significant, otherwise 
Dunnetts C, which assumes unequal variances was chosen (Green, Salkind, & Akey, 
2000, pI62). 
6.1. 1 Hypothesis 1 results 
The first hypothesis stated: Affected nurses will report higher restructuring initiatives 
than the non-affected nurses at times 1 & 2 i.e., from 6 months pre to 12 months post 
event. 
A one-way MAN 0 V A was conducted to evaluate the relationship between the 
independent variable (i.e., the three groups) and the dependent variables (i.e., 
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restructuring initiatives) at times 1 & 2. Groups A and B had higher mean scores than 
Group C (Table 6.1). 
Table 6 1 Stud 1 T' y c Imes 1&2R t turi es ruc ng Imtlatlves: G roup mean scores 
Level of analysis Time 1 Time 2 
Group Time in months N Mean SD Variance Mean SD Variance 
A 6-1 months pre event 71 7.09 2.85 8.12 6.67 2.42 5.86 
B 1-6 months post event 188 6.79 2.71 7.34 6.46 2.11 4.45 
C Not affected by event 92 5.92 2.34 5.48 5.60 1.90 3.61 
The MANOVA was significant, F (4,694) = 3.375, p < .01, so post hoc comparisons 
were conducted. There was a group effect at time 1, F = (2, 348),4.709, P < .01, and 
at time 2, F (2,348),6.551, P - 0 (Table 6.2). In both analyses, at both times I & 2 
Groups A and B differed significantly from Group C but not between each other 
(Table 6.2). 
T bl 6 2 Stud 1 T' a e ly c Imes 1&2R estructunng Imtlanves: P h ost oc compansons 
Group Compared with Time 1 Time 2 
Mean difference SE Sig Mean difference SE Sig 
A B .29 .37 NS .22 .30 NS 
C 1.17* .42 .02 1.07** .34 .01 
B A -.29 .37 NS -.22 .30 NS 
C .87* .34 .03 .86** .27 .01 
C A -1.17* .42 .02 -1.07** .34 .01 
B -.87* .34 .03 .86** .27 .01 
Key. ** mean difference significant at .01 level; * significant at .05 level. 
Thus the first hypothesis was accepted. Affected nurses reported higher restructuring 
initiatives than non-affected nurses at times 1 & 2. The same results were found at 
time 2 (when both non-imputed, and imputed values were used). 
The affected groups' mean scores were scrutinized to evaluate the extent to which 
they were similar. The mean difference 1-6 months post event was <1.00 (Appendix 
6. 1), so they were deemed to be non-significantly different. 
6.1.2 Hypotheses 2 & 3 results 
The second hypothesis stated: Affected nurses will report lower information & 
participation, coping action, and coping effectiveness for up to six months after an 
event, when compared with 1-6 months pre event, and 7-12 months post event. This 
meant for Group A, lower means at time 2 compared with time 1; and for Group B, 
lower means at time 1 compared with time 2. 
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The third hypothesis stated: Affected nurses will report lower information & 
participation, coping action, and coping effectiveness between 6 months pre and 12 
months post event, compared with non-affected nurses. This meant for Group A, 
lower means 6 months pre to 6 months post event, and for Group B lower means 
during the 12 months post event. 
6.1.2.1 Information & participation, and coping action 
A repeated measures MANOV A was conducted to evaluate the relationship between 
the independent variable (i.e., the three groups) and the dependent variables (i.e., 
information & participation, and coping action) at times 1 & 2. Group mean scores 
are found in Table 6.3. Significant differences were found between variables means, 
/)" = .490, F (1, 348) = 36l.494, p - 0; there was a time effect, /)" = .962, F (1, 348) = 
13.717, P - 0; a variables x group interaction, /)" = .982, F (2, 348) = 3.121, P < .05; 
& a variables x time x group interaction, /)" = .979, F (2, 348) = 3.765, P < .03. 
Table 6.3 Study lc Times 1 & 2 Information & participation, and coping action: 
G roup mean scores 
Variable Group N Time 1 Time 2 
Mean SD Mean SD 
Infonnation & participation A 71 58.97 16.74 53.85 14.92 
B 188 51.99 17.09 51.17 15.23 
C 92 58.86 16.93 56.81 15.97 
Coping action A 71 38.67 15.70 38.49 13.28 
B 188 39.01 16.79 37.32 14.83 
C 92 42.36 17.23 39.75 12.40 
Group A reported significantly lower information & participation 1-6 months post 
event, but not Group B (Table 6.4); the latter group means were lower than Group A 
on both occasions. Neither affected groups reported significantly lower coping action 
1-6 months post event. Thus there was mixed support for hypothesis 2: some affected 
nurses reported lower information & participation for up to six months after an event. 
There was no support regarding coping action. 
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Table 6.4 Study lc Times 1 & 2 Information & participatio~ and coping action: 
P' d 1 arre sampl es t-test 
Variable Paired differences 
Information & participation Group N Mean SD SEMean t df Sig 
A 71 5.13 9.78 1.16 4.42 70 .00 
B 188 0.82 12.74 0.93 0.88 187 NS 
C 92 2.05 12.60 1.31 1.56 91 NS 
Coping action A 71 0.18 12.26 1.46 0.12 70 NS 
B 188 1.69 13.30 0.97 1.74 187 NS 
C 92 2.61 11.97 1.25 2.09 91 .04 
Key. Slg: Slgruficant at .01 level (2-truled) 
The results of follow-up repeated measures ANOV As indicated that for information 
& participation there was a main effect of time, 11 = .961, F (1, 348) = 14.29, P - 0, a 
group effect, F (2, 348) = 6.329, P - 0, and a time x group interactio~ 11 = .982 (2, 
348) = 3.231, P < .04. There was significantly lower information & participation for 
Group B compared with Group C (Table 6.5; Figure 6.1). The repeated measures 
ANOVA for coping action indicated a main effect of time, 11 = .988, F (1, 348) = 
4.07, P < .05, and a time x group interaction, 11 = .996 (2, 348) = .730, P < .04. Thus 
there was mixed support for hypothesis 3: some affected nurses reported lower 
information & participation during the 12 months after an event compared with non-
affected nurses. There was no support regarding coping action. 
Table 6.5 Study lc Times 1 & 2 Information & participation, and coping action: 
Ph' ost oc com pan sons 
Variable Group Compared with Time 1 - Time 2 
Mean difference SE Sig 
Information & participation A B 4.83 2.09 NS 
C -1.43 2.37 NS 
B A -4.83 2.09 NS 
C -6.25** 1.91 .00 
C A 1.43 2.37 NS 
-
B 6.25** 1.91 .00 
Key. ** mean difference significant at .01 level. 
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Figure 6.1 Study 1 c Times 1 & 2 Information & participation: Repeated measures 
ANOVA 
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The affected groups' mean scores were scrutinized to evaluate the extent to which 
they were similar. The mean difference 1-6 months post event on information & 
participation was -1.86, and on coping action was <1.0 (Appendix 6.1), so they were 
deemed to be non-significantly different. 
6.1.2.2 Job insecurity, andjob satisfaction 
A series of repeated measures MANOV As was conducted to evaluate the 
relationship between the independent variable (i.e., the three groups) and the coping 
effectiveness dependent variables at times 1 & 2. In the first, the dependent variables 
were job insecurity, and job satisfaction. Group mean scores are found in Table 6.6. 
Significant differences were found between variables means, I:l = .189, F (1, 348) = 
1493.039, P - 0; and there was a variables x group interaction, 11 = .971, F (2, 348) = 
5.242, P < .01. 
163 
Table 6.6 Study lc Times 1 & 2 Job insecurity, andjob satisfaction: Group mean 
scores 
Variable Group N Time 1 Time 2 
Mean SD Mean SD 
Job insecurity A 71 5.75 5.30 5.87 3.77 
B 188 7.32 5.17 6.47 3.93 
C 92 5.68 4.97 5.19 4.13 
Job satisfaction A 71 21.30 7.65 21.37 5.42 
B 188 21.64 7.60 22.34 5.92 
C 92 23.39 8.20 23.54 5.02 
Group B reported sIgnIficantly higher job insecurity 1-6 months post event, but not 
Group A (Table 6.7). Neither affected groups reported significantly lower job 
satisfaction 1-6 months post event. Thus there was mixed support for hypothesis 2: 
some affected nurses reported higher job insecurity up to six months after an event. 
There was no support regarding job satisfaction. 
Table 6.7 Study lc Times 1 & 2 Job insecurity, and job satisfaction: Paired samples 
t-tests 
Variable Paired differences 
Group N Mean SD SE Mean t df Sig 
Job insecurity A 71 -0.12 5.29 0.63 -0.19 70 NS 
B 188 0.84 4.44 0.32 2.61 187 .01 
C 92 0.48 4.56 0.48 1.02 91 NS 
Job satisfaction A 71 -0.07 7.77 0.92 -0.08 70 NS 
B 188 -0.70 7.37 0.54 -1.31 187 NS 
C 92 -0.15 8.00 0.83 -0.18 91 NS 
Key. Sig: Significant at .01 level (2-tailed) 
The results of the repeated measures ANOV As indicated that for job insecurity there 
was a group effect, F (2, 348) = 4.885, P < .Ol. Group B reported significantly higher 
job insecurity than Group C (Table 6.8). The repeated measures ANOVA for job 
satisfaction also indicated that there was a group effect, F (2,348) = 3.316, P < .04. 
Group A reported significantly lower job satisfaction than Group C (Table 6.8; 
Figure 6.2). Thus there was mixed support for hypothesis 3: affected nurses reported 
higher job insecurity, and lower job satisfaction after an event compared with non-
affected nurses; some nurses reported higher job insecurity for up to 12 months, and 
others reported lower job satisfaction for up to six months after an event. 
The affected groups' mean scores were scrutinized to evaluate the extent to which 
they were similar. The mean difference 1-6 months post event on job insecurity was 
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1.45, and on job satisfaction was <1.00 (Appendix 6.1), so they were deemed to be 
non-significantly different. 
Table 6:8 Study 1c Times 1 & 2 Job insecurity, andjob satisfaction: Post hoc 
compansons 
Variable Group Compared with Time 1 - Time 2 
Mean difference SE Sig 
Job insecurity A B -1.09 .55 NS 
C .37 .62 NS 
B A 1.09 .55 NS 
C 1.46** .50 .01 
C A -.37 .62 NS 
B -1.46** .50 .01 
Job satisfaction A B -.65 .78 NS 
C -2.13* .88 .05 
B A .65 .78 NS 
C -1.48 .71 NS 
C A 2.13* .88 .05 
B 1.48 .71 NS 
Key. ** mean dIfference sIgruficant at .01 level; * mean difference significant at .05. 
Figure 6.2 Study 1c Times 1 & 2 Job satisfaction: Repeated measures ANOVA 
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6.1.2.3 JS-X (Job Stress Index), JP-X (Job Pressure Index), LS-X (Lack o/Support 
Index) 
The next repeated measures MANOVA evaluated the relationship between the 
independent variable, and JS-X, JP-X, and LS-X at times 1 & 2. Group mean scores 
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are found in Table 6.9. Significant differences were found between the variable 
means, 11 = .551, F (2, 347) = 141.62, p ~ O. 
T bl 6 9 Stud 1 T' 1 & 2 JS X JP X, & S a e ly c lmes - - L -X: Group mean scores , 
Variable Group N Time 1 Time 2 
JS-X (Job Stress Index) A 71 25.63 13.10 26.29 11.55 
B 188 25.90 11.88 25.01 10.42 
C 92 21.71 13.01 21.32 10.32 
JP-X (Job Pressure Index) A 71 30.87 14.34 31.68 12.31 
B 188 31.25 14.00 29.94 11.86 
C 92 27.29 15.89 25.67 11.85 
LS-X (Lack of Support Index) A 71 23.76 17.36 24.79 14.39 
B 188 23.91 15.16 23.17 13.16 
C 92 19.42 14.36 20.54 11.75 
Group A dId not report significantly higher JS-X, JP-X, or LS-X 1-6 months post 
event; Group B reported significantly higher JP-X, but not JS-X, or LS-X 1-6 months 
post event (Table 6.10). Thus there was limited support for hypothesis 2: some 
affected nurses reported higher JP-X up to six months after an event. 
T bl 6 10 Stud 1 T' 1 & 2 JS X JP X & LS X P' d 1 a e ly c lmes - - - alre samp es t-tests , , 
Variable Paired differences 
Group N Mean SD SE Mean t df Sig 
JS-X (Job Stress Index) A 71 -0.66 7.14 0.85 -0.78 70 NS 
B 188 0.89 7.17 0.52 1.70 187 NS 
C 92 0.39 8.23 0.86 0.46 91 NS 
JP-X (Job Pressure Index) A 71 -0.80 9.22 1.09 -0.73 70 NS 
B 188 1.30 8.99 0.66 1.99 187 .05 
C 92 1.62 10.23 1.07 1.52 91 NS 
LS-X (Lack of Support Ind:) A 71 -1.04 9.78 1.16 -0.89 70 NS 
B 188 0.74 9.24 0.67 1.09 187 NS 
C 92 -1.11 8.93 0.93 -1.20 91 NS 
Key. Sig: Significant at .01 level (2-tailed) 
The results of repeated measures ANOV As indicated that for JS-X there was a group 
effect, F (2, 348) = 4.766, P < .01. Groups A & B reported significantly higher JS-X 
than Group C (Table 6.11; Figure 6.3). The repeated measures ANOVA for JP-X 
indicated that there was a group effect, F (2,348) = 4.108, P < .02. Groups A & B 
also reported significantly higher JP-X than Group C (Table 6.11; Figure 6.4). 
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T bi 6 11 Stud 1 T' 1 & 2 JS X & JP X P h a e ly c tmes - - ost oc comparisons , 
Variable Time 1 - Time 2 
Group Compared with Mean difference SE Sig 
JS-X (Job Stress Index) A B .SI 1.S3 NS 
C 4.4S* 1.73 .03 
B A -.SI 1.S3 NS 
C 3.94* 1.39 .02 
C A -4.4S* 1.73 .03 
B -3.94* 1.39 .02 
JP-X (Job Pressure Index) A B .68 1.74 NS 
C 4.80* 1.97 .OS 
B A -.68 1.74 NS 
C 4.11* 1.S9 .03 
C A -4.80* 1.97 .OS 
B -4.11* I.S9 .03 
Key. * mean dIfference sigruficant at .05 level. 
The repeated measure ANOVA for LS-X indicated there were no significant effects. 
Thus there was support for hypothesis 3: affected nurses reported higher JS-X, and 
JP-X up to 12 months after an event compared with non-affected nurses. There was 
no support regarding LS-X. 
Figure 6.3 Study Ic Times 1 & 2 JS-X (Job Stress): Repeated measures ANOVA 
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Figure 6.4 Study lc Times 1 & 2 JP-X (Job Pressure): Repeated measures ANOVA 
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The affected groups' mean scores were scrutinized to evaluate the extent to which 
they were similar. The mean difference 1-6 months post event on each variable was 
<1.00 (Appendix 6.1), so they were deemed to be non-significantly different. 
6.1.2.4 Quality o/Life 
The relationship between the independent variable and the QOL domains was 
evaluated in separate repeated measures ANOV As, because the observed covariance 
matrices in MANOV As were not equal across any combination. Group mean scores 
are found in Table 6.12. 
bl Ta e 6.1 2 d Stu ly 1 c TImes 1 &2 QOL 1 4 G - roup mean scores 
Variable Group N Time 1 Time 2 
QOLI (Physical) A 71 79.78 12.50 80.29 11.31 
B 188 76.65 15.63 77.87 12.20 
C 92 81.11 11.79 80.98 10.83 
QOL2 (Psychological) A 71 67.58 14.57 67.66 13.68 
B 188 67.13 15.64 67.81 12.86 
C 92 72.73 13.46 71.71 10.77 
QOL3 (Social) A 71 75.35 17.79 74.79 15.09 
B 188 71.10 20.63 70.88 18.16 
C 92 75.58 18.89 74.49 17.50 
QOL4 (Environment) A 71 68.50 14.30 69.87 13.20 
B 188 66.65 14.44 68.07 12.10 
C 92 71.84 11.45 71.24 10.65 
168 
Group A did not report significantly lower QOL 1-4 at time 2 compared with time 1; 
Group B reported significantly lower QOL4 at time 1 compared with time 2, but not 
lower QOLI-3 (Table 6.13). Thus there was mixed support for hypothesis 2: some 
affected nurses reported lower QOL4 up to six months after an event. There was no 
support regarding QOLI-3. 
T bl 6 13 Stud 1 T' a e y c Imes 1 & 2 QOL 1 4 P' d 
- alre I sarnp. es t-tests 
Variable Paired differences 
Group N Mean SD SE Mean t df Sig 
QOLI (Physical) A 71 -0.51 7.89 0.94 -0.55 70 NS 
B 188 -1.22 10.39 0.76 -1.61 187 NS 
C 92 0.13 10.78 1.12 0.12 91 NS 
QOL2 (Psychological) A 71 -0.08 8.79 1.04 -0.08 70 NS 
B 188 -0.68 9.60 0.70 -0.97 187 NS 
C 92 1.02 7.69 0.80 1.27 91 NS 
QOL3 (Social) A 71 0.56 10.69 1.27 0.44 70 NS 
B 188 0.22 11.54 0.84 0.26 187 NS 
C 92 1.09 13.48 1.41 0.78 91 NS 
QOL4 (Environment) A 71 -1.38 8.14 0.97 -1.42 70 NS 
B 188 -1.42 8.22 0.60 -2.37 187 .02 
C 92 0.60 7.46 0.78 0.77 91 NS 
Key. SIg: Significant at .01 level (2-tailed) 
The results of the repeated measures ANOVAs indicated that for QOLI there was a 
group effect, F (2, 348) = 3.566, P < .03~ Group B reported significantly lower QOL 1 
than Group C (Table 6.14). There was also a group effect for QOL2, F (2, 348) = 
4.450, P < .01; Group B reported significantly lower QOL2 than Group C (Table 
6.14). There were no significant QOL3 results. There was a group effect for QOL4, F 
(2,348) = 3.653, P < .03~ Group B reported significantly lower QOL4 than Group C 
(Table 6.14). Thus there was mixed support for hypothesis 3: some affected nurses 
reported lower QOL1, 2 & 4 up to 12 months after an event compared with non-
affected nurses. There was no support regarding QOL3. 
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T b 1 6 14 Stud 1 T' a e ly c lmes ost , 1 & 2 QOL 1 2 & 4 P h oc comparisons 
Variable Group Compared with Mean difference SE Sig 
QOL 1 (Physical) A B 2.77 1.66 NS 
C -1.01 1.89 NS 
B A -2.77 1.66 NS 
C -3.78* 1.52 .04 
C A 1.01 1.89 NS 
B 3.78* 1.52 .04 
QOL2 (Psychological) A B .16 1.81 NS 
C -4.59 2.05 NS 
B A -.16 1.81 NS 
C -4.75** 1.65 .01 
C A 4.59 2.05 NS 
B 4.75** 1.65 .01 
QOL4 (Environment) A B 1.82 1.70 NS 
C -2.36 1.93 NS 
B A -1.82 1.70 NS 
C -4.18* 1.56 .02 
C A 2.36 1.93 NS 
B 4.18* 1.56 .02 
Key. ** mean dIfference significant at .01; * mean difference significant at .05. 
The affected groups' mean scores were scrutinized to evaluate the extent to which 
they were similar. The mean difference 1-6 months post event on each variable was 
<4.00 Appendix 6.1), so deemed non-significantly different. 
6.1.2.5 Intention to quit, and impact of restructuring 
The relationship between the independent variable, and intention to quit, and impact 
of restructuring was evaluated in separate repeated measures ANOV As, again 
because the observed covariance matrices in a MANOV A were not equal. Group 
mean scores are found in Table 6.15. 
Table 6.15 Study 1 c Times 1 & 2 Intention to quit, and impact of restructuring: 
G roup mean scores 
Variable Time 1 Time 2 
Group N Mean SD Mean SD 
Intention to quit A 71 22.90 10.00 23.52 8.47 
B 188 23.29 10.92 23.20 9.33 
C 92 23.18 10.73 24.37 8.17 
Impact of restructuring A 71 16.33 6.50 17.45 6.08 
B 188 17.04 7.25 18.66 5.58 
C 92 20.08 8.73 20.17 6.32 
Neither affected groups reported higher intention to quit 1-6 months after an event. 
Group B reported significantly lower impact of restructuring 1-6 months after an 
event (Table 6.16). Thus there was support for hypothesis 2: some affected nurses 
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reported lower impact of restructuring up to six months after an event. There was no 
support regarding intention to quit. 
Table 6.16 Study lc Times 1 & 2 Intention to quit, and impact of restructuring: 
P' d I aue samples t-tests 
Variable Paired differences 
Group N Mean SD SE Mean t df Sig 
Intention to quit A 71 -0.61 7.83 0.93 -0.66 70 NS 
B 188 0.09 5.43 0.40 0.24 187 NS 
C 92 -l.19 7.26 0.76 -l.57 91 NS 
Impact of restructuring A 71 -l.12 6.21 0.74 -l.52 70 NS 
B 188 -1.62 6.41 0.47 -3.47 187 .00 
C 92 -0.08 8.83 0.92 -0.09 91 NS 
Key. SIg: Sigruficant at .01 level (2-truled) 
The results of the repeated measures ANOVAs indicated that for intention to quit 
nothing was significant, but for impact of restructuring there was a main effect of 
time,!J. = .985 (1,348) = 5.227, P < .02, and a group effect, F (2, 348) = 7.322, P - O. 
Both affected groups reported significantly lower impact of restructuring compared 
with Group C (Table 6.17). Thus there was support for hypothesis 3: affected nurses 
reported lower impact of restructuring up to 12 months after an event compared with 
non-affected nurses. There was no support regarding intention to quit. 
T bl 6 17 S d 1 T' a e tu ly c Ime lIm f lpact 0 restructurIng: Post hoc tests 
Group Compared with Mean difference SE Sig 
A B -.96 .80 NS 
C -3.23** .91 .00 
B A .96 .80 NS 
C -2.27** .73 .01 
C A 3.23** .91 .00 
B 2.27** .73 .01 
Key. * * mean difference significant at .01 level. 
The affected groups' mean scores were scrutinized to evaluate the extent to which 
they were similar. The mean difference 1-6 months post event on intention to quit, 
and impact of restructuring was <1.00 (Appendix 6.1), so deemed non-significant. 
6.1.2.6 Neuroticism, home-work conflict, and self-efficacy 
The relationship between the independent variable, and neuroticism, home-work 
conflict, and self-efficacy was evaluated in separate repeated measures ANOV As, 
again because the observed covariance matrices in a MANOV A were not equal. 
Group mean scores are found in Table 6.18. 
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Table 6.18 Study lc Times 1 & 2 Neuroticism, home-work conflict, & self-efficacy: 
G roup mean scores 
Variable Time 1 Time 2 
Group N Mean SD Mean SD 
Neuroticism A 71 5.55 3.25 4.45 2.58 
B 188 4.09 2.71 3.91 2.35 
C 92 3.63 2.77 3.44 2.07 
Home-work conflict A 71 9.68 3.85 9.36 3.35 
B 188 9.26 3.93 8.91 3.20 
C 92 9.04 3.64 8.82 3.32 
Self-efficacy A 71 24.82 3.47 25.34 3.44 
B 188 25.69 3.70 26.26 2.58 
C 92 25.84 3.37 25.98 2.60 
Group A reported significantly lower neuroticism 1-6 months post event, but not 
Group B (Table 6.19). Group B reported significantly higher home-work conflict, 
and lower self-efficacy 1-6 months post event, but not Group A (Table 6.19). 
Table 6.19 Study lc Times 1 & 2 Neuroticism, home-work conflict, and self-
ffi P' d I tt t e lcacy: aIre samJJes - es s 
Variable Paired differences 
Group N Mean SD SE Mean t df Sig 
Neuroticism A 71 l.10 2.45 0.29 3.78 70 .00 
B 188 0.18 l.54 0.11 l.62 187 NS 
C 92 0.19 1.74 0.18 1.03 91 NS 
Home-work conflict A 71 0.32 2.28 0.27 1.19 70 NS 
B 188 0.35 2.38 0.17 2.04 187 .04 
C 92 0.22 2.44 0.25 0.87 91 NS 
Self-efficacy A 71 -0.52 2.23 0.26 -1.96 70 NS 
B 188 -0.57 2.46 0.18 -3.17 187 .00 
C 92 -0.14 2.04 0.21 -0.67 91 NS 
Key. Sig: Significant at .01 level (2-tailed) 
The results of repeated measures ANOVAs indicated that for neuroticism there was a 
main effect of time, f1 = .941 (1, 348) = 21.776, P ~ 0, a group effect, F (2, 348) = 
7.493, P ~ 0, and a time x group interaction, f1 = .960 (2, 348) = 7.282, P ~ O. Group 
A reported significantly higher neuroticism than the other two groups (Table 6.20). 
The repeated measures ANOV As indicated that there was a time effect for home-
work conflict, 11 = .987 (1,348) = 4.690, p < .03, and for self-efficacy, 11 = .974 (1, 
348) = 9.382, P ~ 0, but no group effects so group comparisons were not conducted. 
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T bl 6 20 Stud 1 T' a e y c Imes 1&2N ti euro Clsm: P th os oc compans ons 
Variable Group Compared with Mean difference SE Sig 
Neuroticism A B 1.01 ** .34 .01 
C 1.47** .39 .00 
B A -1.01 ** .34 .01 
C .46 .31 NS 
C A -1.47** .39 .00 
B -.46 .31 NS 
Key. * * mean difference slgruficant at .01 level. 
The affected groups' mean scores were scrutinized to evaluate the extent to which 
they were similar. The mean difference 1-6 months post event for neuroticism, 
home-work conflict, and self-efficacy was <1.00 (Appendix 6.1), so deemed non-
significant. 
6.1.3 Hypotheses 1-3 discussion 
These hypothesis tests provide evidence that helps to answer the first research 
question: 'Do NHS restructuring events affect nurses' level of stress, and directly 
influence intentions to leave, or indirectly influence intentions to leave through 
aspects of job satisfaction?' 
The first hypothesis states: Affected nurses will report higher restructuring initiatives 
than the non-affected nurses at times 1 & 2 i.e., from 6 months pre to 12 months post 
event. There is a significant difference between both affected groups and the non-
affected group at time 1 (p < .05), and at time 2 (p < .01), which is in accordance 
with predictions. Moreover, there is no significant difference between the affected 
groups at times 1 or 2. Thus, the results indicate that during the i8-month period over 
which data were collected (i.e., December 1998 to May 2000) affected nurses' report 
significantly higher restructuring stressors than non-affected nurses. 
Methodologically the result is accounted for by the quasi-experimental design, and 
data analysis methods. The latter not only reduce the possibility of a Type 1 error, 
but also increase the actual data evaluated at time 2 by using the multiple imputation 
procedure. 
Theoretically the result is attributed to differences in the primary appraisal of 
stressors by affected and non-affected nurses. Differences in appraisal are accounted 
for by perceptions of novelty, uncertainty, and unpredictability among the affected 
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group, which create the potential for hann, threat or challenge (Lazarus & Folkman, 
1984, pI15). However, person, and situational antecedents are likely to influence 
how appraisal is evaluated such that direct interaction between primary and 
secondary appraisal is moderated by person antecedents, and mediated by other 
variables. Such transactions although described by Lazarus & Folkina~ are not 
reflected in the Shaw & Barrett-Power model (1997), which limits its explanation to 
the direct influence of each component on others (Figure 5.8). 
Although no evidence comparing restructuring initiatives between affected and non-
affected employees is found in the literatures, there is quantitative, and qualitative 
evidence among affected nurses (Greenglass et aI., 1997). Nurses in the Canadian 
study report more restructuring initiatives (i.e., mean 9.57), than those in this study 
(i.e., means 6.46-7.09); there are also qualitative differences (Appendix 6.2). In the 
Canadian study 94% of nurses report lay-offs, as well as wage, and hiring freezes, 
but these are not measured in the current study. Among the initiatives that are 
compared in both studies 'vacancies for qualified nurses not filled' is most 
commonly reported by affected nurses in the current study (820/0), which compares 
with 80% in the Canadian study. Overall, almost half affected NHS participants 
report that nurses on their ward had been affected by bed closures, budget cuts, 
switching to part-time working, bumping, and working with nurses from other wards. 
However, there are many similarities between the three NHS groups: bed closures, 
budget cuts, early retirement incentives, job sharing, switching to part-time working, 
overtime restrictions, bumping, and not filling job vacancies. This suggests that these 
occurrences were not directly associated with restructuring. One event distinguishes 
Groups A & C from Group B: 37% of the latter report relocation. In addition four 
events distinguish the affected groups from the non-affected i.e., unit closures, 
discontinuation of specialty services, HCAs replacing nurses, and working with 
nurses from other wards. Thus these five events are associated with the 1998-1999 
NHS Trust mergers. They each have properties of novelty, unpredictability, and 
uncertainty, which are known to create the potential for harm, threat, or challenge 
(Lazarus & Folkman, 1984, pllS). Moreover, they are likely to have represented 
additional stressors in tenns of physical relocation of self, patients, and equipment, 
haVing to work in a different clinical specialty, as well as perceptions of loss. 
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That there is evidence to support this first hypothesis is fundamental to establishing 
whether restructuring initiatives cause lower information & participation, coping 
action, coping effectiveness. Moreover, without such evidence, it is not possible to 
establish whether NBS restructuring events affect nurses' level of stress, and directly 
influence intentions to leave, or indirectly influence intentions to leave through 
aspects of job satisfaction. 
The second hypothesis states: Affected nurses will report lower information & 
participation, coping action, and coping effectiveness for up to six months after an 
event, when compared with 1-6 months pre event, and 7-12 months post event. The 
hypothesis is based on the assumption that restructuring events are associated with 
higher stressors that have cognitive and motivational manifestations and behavioural 
consequences, such that there is lower information & participation i.e., threat rigidity 
syndrome (Staw et aI, 1981), coping action, and coping effectiveness (Shaw & 
Barrett-Power, 1997). There is a significant difference between perceptions of 
information & participation, job insecurity, job pressure, quality of life 
(environmental), impact of restructuring, and self-efficacy during the six months 
after an event compared with six months before, or 7-12 months after an event, in the 
way that Shaw & Barrett-Power propose. 
Methodologically the results are accounted for by various factors. In particular, the 
grouping of participants, and failure to conduct one multivariate analysis with all 
dependent variables, as well as using the multiple imputation procedure. Grouping 
participants into two 6-month time periods was a pragmatic decision that justified the 
use of more data than would otherwise have been possible, but also had the potential 
to evaluate changes over a longer period of time than the pre/post design i.e., Group 
A. However, because there is limited evidence of significant socio-demographic, 
professional, and personal characteristics differences between Groups A & B, it is 
likely that either unmeasured factors contributed to the different results, or that 
perceptions pre and post event are indeed different, and that positive changes occur 
in the second half of the year following an event. Failure to conduct only one 
multivariate analysis was unavoidable, however significance levels in each 
MANOVA were reduced to .01. The researcher adopted an acceptable multiple 
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imputation procedure, which is supported in tests of other techniques (Sinharay, 
Stem, & Russell, 2001). 
Theoretically, the results are attributed to the psychological stress process (Lazarus 
& Folkman, 1984), and each accord with the Shaw & Barrett-Power proposals i.e., 
information & participation is lower after compared with before an event, which 
supports the concept of threat rigidity syndrome (Staw et al 1981), and some of 
coping effectiveness variables are lower 1-6 months post event compared with 7-12 
months, which suggests the negative impact of restructuring is comparatively short 
lived. However, contrary to the cognitive theory of stress, there is no evidence that 
coping action changes over time in response to the flow of events (Lazarus & 
Folkman, 1984, pI78). As noted earlier, this may indicate that rather than being a 
direct response to primary appraisal as Lazarus & Folkman suggest, it is a mediator 
of the emotional response to stress (Harris, 1991). 
The third hypothesis states: Affected nurses will report lower information & 
participation, coping action, and coping effectiveness up to six months after an event 
compared with non-affected nurses. The hypothesis is based on the assumption that 
NHS restructuring events affect nurses' level of stress, and directly influence 
intentions to leave, or indirectly influence intentions to leave through aspects of job 
satisfaction, such as job security, and ability to provide patient care/services (i.e., 
impact of restructuring). There are significant differences between affected and non-
affected groups on most variables as Shaw & Barrett-Power (1997) propose. 
Specifically, lower job satisfaction during the six months post event, lower 
information & participation, higher job insecurity, lower physical, psychological, and 
environmental quality of life during the 12 months post event, and higher job stress, 
job pressure, and lower impact of restructuring between 6 months before, and 12 
months after an event. 
Methodologically, the features described in relation to hypotheses 1 & 2 account for 
these results. In particular, the efficacy of the quasi-experimental design, data 
analysis methods, and participant grouping, to test this hypothesis. However, there 
are indications that the operationalization of coping action may not test individuals' 
coping efforts satisfactorily. Coping action is not significantly lower for either 
176 
affected group during the six-month period post event~ furthermore, the three groups 
report similar low mean scores. This may relate to the scoring of coping action, 
which measures problem-focused coping, reverse codes emotion-focused effort, and 
thus fails to acknowledge that individuals use a combination (Lazarus & Folkman, 
1984, pI79). In addition, females more commonly use emotion-focused coping 
(Terry et aI., 1995b). Although initially designed to measure individual, as well as 
group, union, and organizational support, peA revealed group level factors. It is 
highly likely therefore that the scale comprises significant group level variance, 
which is not measured in this analysis. 
Theoretically, the result provides further evidence that perceptions of heightened 
stressors are associated not only with cognitive/motivational manifestations, such 
that information & participation declines (Staw et al 1981), but also that there are 
other behavioural consequences (Shaw & Barrett-Power, 1997). In particular, 
affected nurses job stress, and job pressure is not only significantly higher than non-
affected nurses, but the mean scores considerably higher than the norms (Appendices 
5.5 & 5.6). Job satisfaction is not only lower during a restructuring event, but the 
behavioural consequences may also extend to other aspects of job satisfaction i.e., 
job insecurity, impact of restructuring, as well as having an impact of physical, 
psychological, and environment quality of life. 
However, there are no significant differences between affected and non-affected 
nurses regarding coping action, lack of support, and social quality of life. The results 
suggest that affected nurses perceptions of coping action do not change in severity, 
complexity, or flexibility, in response to an increase in stressors (Lazarus & 
Folkman, 1984, p180), and a decrease in information & participation as Shaw & 
Barrett-Power (1997) propose. It would be reasonable to speculate that each of these 
variables would change in response to stressors. However, the results accord with 
studies that report nurses cope less well, and use less social support than other 
healthcare professionals (Lees, 2001), and report low levels of organizational and 
union support (Burke et aI., 2001 b). This may arise from congruence between the 
sources of stress, and of support, such as found by Beehr et al (2003). 
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6.1.4 Hypotheses 1-3 conclusions 
The results of the three hypothesis tests go some way to answering the rust research 
question: 'Do NHS restructuring events affect nurses' level of stress, and directly 
influence intentions to leave, or indirectly influence intentions to leave through 
aspects of job satisfaction?' NHS Trust mergers (1998-1999) are shown to be 
associated with an increase in nurses' level of stress. However, there is no indication 
that these events directly increase intention to quit, although they are associated with 
lower job satisfaction, and aspects of job satisfaction. Moreover, these nurses also 
report lower physical, psychological, and environmental health than non-affected 
nurses. However, the results do not account for the influence of socio-demographic, 
professional, and personal characteristics, or home-work conflict on primary and 
secondary appraisal, neither is there any indication of the extent to which the 
variables in the Shaw & Barrett-Power model account for these results. These are 
investigated in the next three hypotheses. 
6.2 Hypotheses 4-6 
The second research question tested the relative power of the models (Figure 6.5), it 
stated: Does either the Shaw & Barrett-Power model (1997) or the working model 
explain adequately how NHS restructuring events affect nurses' coping 
effectiveness? Three hypotheses were tested to answer this question. The fourth and 
fifth hypotheses assessed the direct, mediator, and moderator explanations. 
Specifically, they evaluated interactions between the variables proposed in the Shaw 
& Barrett-Power model, and transactions proposed in the working model. The sixth 
hypothesis evaluated the efficacy of the Shaw & Barrett-Power model, and working 
model to predict nurses' job stress, job satisfaction, and intention to leave. Moreover, 
it provided the final answer to the first research question. 
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Figure 6.5 Study lc Summary of Shaw & Barrett-Power (1997, pI22), and working 
models. 
Restructuring 
initiatives ...... Moderator/ 
L---,-r----~ ..... t-t .... ~ mediator 
... 
.... 
.... ... 
.... .... 
Information & participation 
1. Restriction of Information Processing 
2. Constriction of Control 
Coping effectiveness .................................... '------; • .----__ ----,_--.J 
1. Alleviate cause of stress 
2. Motivate 
3. Maintain equilibrium 
4. Enhance self-efficacy 
5. Minimize negative outcomes 
.... 
Key.-. Shaw & Barrett-Power interaction 
-4 • Working model transaction 
6.2.1 Hypotheses 4 & 5 
Mediator/moderator 
1. Neuroticism 
2. Home-work conflict 
3. Self-efficacy 
• 
Action 
1. Alone versus collective coping 
2. Problem solving/Controlling 
3. Emotional/withdrawal 
4. Severity 
5. Complexity 
6. Flexibility 
The fourth hypothesis stated: Restructuring initiatives, information & participation, 
and coping action will have a direct influence as proposed in the Shaw & Barrett-
Power model (1997). Specifically, restructuring initiatives will have a direct 
influence on information & participation, and information & participation will have a 
direct influence on coping action. 
The fifth hypothesis stated: Neuroticism, home-work conflict, self-efficacy, and time 
(i.e., affected groups only) will moderate and/or mediate the relationships in 
hypothesis four as proposed in the working model. The latter was based on the 
knowledge that socio-demographic, and professional characteristics, moderator 
and/or mediator processes could influence the dependent variables described in the 
Shaw & Barrett-Power model in addition to the direct influence that this model 
proposed. Within the working model the potential moderator/mediator variables were 
causal antecedents of primary, and secondary appraisal. Their effect on the 
restructuring initiatives - information & participation relationship, and the 
information & participation - coping action relationship was therefore tested. The 
terms mediator, and moderator were used in the sense described by Baron & Kenny 
(1986). The statistical analysis described adhered to the principles they outlined, and 
as applied by Tharenou (2001). 
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6.2.2 Multiple linear regression 
In general, a variable may be said to function as a mediator to the extent that it 
accounts for the relation between a predictor and a criterion. A mediator explains 
how external physical events take on internal psychological significance. It indicates 
how or why such effects occur. The causal chain involved in mediation, is 
diagrammed in Figure 6.6. Two causal paths feed the dependent variable (DV): the 
direct impact of the independent variable (IV~ path 3: direct explanation), and the 
impact of the mediator (i.e., path 2). A variable functions as a mediator when it meets 
three conditions. Firstly, variations in levels of the IV significantly account for those 
in the potential mediator (path 1). Second, variations in the potential mediator 
significantly account for those in the DV (path 2). Third, when paths 1 & 2 are 
controlled, a previously significant relation between the IV and DV is no longer 
significant (Baron & Kenny, 1986, p 1176). Full mediation arises if the decrease is to 
zero, and partial mediation if a substantial drop occurs in the unstandardized beta 
coefficient (Tharenou, 2001, p608). 
Figure 6.6 Path diagram of the mediational model (Baron & Kenny, 1986, pl176) 
Mediator 
IV '-----+-------t~ DV 
In general, a moderator is a variable that affects the direction otlor strength of the 
relation between an IV and a DV. A moderator specifies when certain effects will 
hold. Moderation is diagrammed in Figure 6.7. Three causal paths feed the DV: the 
impact of the IV as a predictor (1), the impact of e. g., neuroticism as a moderator (2), 
the interaction of these two (3~ i.e., the moderator explanation). 
Figure 6.7 Path diagram of the moderator model (Baron & Kenny, 1986, pl174) 
Predictor (IV) 
Moderator 
IVx 
Moderator 
7 Criterion CDV) 
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A variable functions as a moderator when it meets three conditions. Firstly, 
variations in levels of the potential moderator significantly account for those in the 
DV. Secondly, variations in levels of the IV significantly account for those in the 
DV. Thirdly, variations in levels of the interactions between the potential moderator 
and the IV, significantly account for those in the DV. In addition, it is desirable that 
the moderator should be uncorrelated with both the IV, and the DV, in order to 
provide a clearly interpretable interaction term. Secondly, unlike the mediator-IV 
relation (where the predictor is causally antecedent to the mediator), moderators and 
predictors are at the same level in regard to their role as causal variables antecedent 
to criterion effects (Baron & Kenny, 1986, pl174). 
Analyses were undertaken on four groups: Affected (i.e., A & B; n=259), Group A 
(n=71), Group B (n=188), and Group C (n=92); there were no missing data. Socio-
demographic, and professional variables were controlled for, in order to help account 
for 'third' variables that might influence the association between the IV and DVs. 
The socio-demographic variables were: age, ethnicity, marital status, gender. 
Number of children was not included because there were a large number of missing 
values. Professional characteristics were: grade, years in grade/wardlhospital, 
previous experience of restructuring, full-time/part-time working, average hours per 
week, clinical area, and highest level of professional education. The significance 
level was reduced to p < .01 to cater for experiment-wide effects. 
The hypotheses were tested by using 'Enter' multiple regression. In the mediated and 
moderated analyses step 1 always entered the controls. The DVs in the analyses to 
evaluate the mediators and/or moderators in the two relationships were information 
& participation, and coping action respectively, and the IV s were restructuring 
initiatives, and information & participation respectively. 
The direct explanation was evaluated in step 2 (non-mediated), when the IV was 
entered to test its relation with the DV (path 3), and in step 2 (mediated), when the 
potential mediators were entered to test their relations with the DV (path 2). 
The mediator explanation was evaluated in a separate step 2, when each of the 
potential mediators was entered separately to test their relations with the IV (path 1). 
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Step 3 then tested the extent of relations between the IV and DV having controlled 
for paths 1 & 2. Where the IV was significantly related to the DV in the non-
mediated test, its unstandardized beta was evaluated in relation to the beta for the IV 
in the mediated test. Where there was a decrease in the magnitude of the latter beta, 
this indicated a mediation effect, i.e., the significant variable(s) in step 2 (mediated), 
mediated the link between the IV and DV. 
The moderator explanation was evaluated in step 4, when interactions between the 
IV and each of the potential moderators were entered. Interaction terms were created 
by centering the scores of potential moderators, and the IV (i.e., subtracting the mean 
from each score); the two scores were then multiplied. Where a significant relation 
between the interaction term and the DV was found, this indicated a moderation 
effect. 
6.2.3 Hypotheses 4 & 5 results: The restructuring initiatives -
information & participation relationship 
The role of neuroticism, home-work conflict, self-efficacy, and time was evaluated in 
terms of providing a direct, mediator, or moderator explanation of the restructuring 
initiatives - information & participation relationship, for each of the groups. 
6.2.3.1 Affected Group 
Appendix 6.2 shows the means, standard deviations, and correlations. There were 
positive correlations between two potential mediators (i.e., neuroticism, and home-
work conflict) and the IV (i.e., restructuring initiatives); and a negative correlation 
between the DV (i.e., information & participation), and the IV. The direct 
explanation proposed that restructuring initiatives (path 3), neuroticism, home-work 
conflict, self-efficacy, and time (path 2) directly explained information & 
participation (Fig. 6.8). 
Figure 6.8 Path diagram of direct explanation for information & participation 
Neuroticism etc . 
. ,. 
1 ............. . 
.... 
3 
Restructuring..::.:.····---------...... Information & 
initiatives participation 
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The 3-step equations in Table 6.21 were interpreted that this explanation was partly 
supported. As can be seen in step 2 (non-mediated), restructuring initiatives predicted 
information & participation (B = -1.161, P < .01), and in step 2 (mediated) home-
work conflict (B = -.617, P < .04), and time also (B = -1.007, P - 0) predicted 
information & participation, so the fourth hypothesis was accepted. 
The mediator explanation proposed that neuroticism, home-work conflict, self-
efficacy, and time would mediate the effect of restructuring initiatives on information 
& participation. Although two potential mediators were significantly related to the 
IV (Appendix 6.3), and the IV predicted the DV, there was an increase in the 
magnitude of the Bs for restructuring initiatives (step 3) after entering the mediators, 
from -1.161 to -.860, so the mediator explanation was rej ected. The moderator 
explanation was also rejected (Appendix 6.4), so the fifth hypothesis was rejected. 
Table 6.21 Study lc Time 1 Affected group: Non-mediator and mediator regressions 
regressing information & participation on restructuring initiatives, and neuroticism, 
home-work conflict, self-efficacy, and time (n=259) 
Mediator: Personal characteristics, and time 
Predictor B R2 ~R? F Sig: 
Non-mediator test .137 .032 1.307 NS 
Step 1 
Hospital Paediatric -16.616 .01 
Step 2 .164 .058 1.548 .04 
Restructuring initiatives -1.161 .01 
Mediator test 
Step 2 .193 .079 1.694 .02 
Neuroticism -.419 NS 
Home-work conflict -.617 .04 
Self-efficacy .401 NS 
Time in months -1.007 .01 
Step 3 .207 .090 1.776 .01 
Restructuring initiatives -.860 .05 
Note. d.f 28,230 (Step 1), 29,229 (Step 2); 32,226 (Step 2), 33,225 (Step 3). 
6.2.3.2 Group A 
Appendix 6.5 provides means, standard deviations, and correlations for all variables. 
There was a positive correlation between two potential mediators (i.e., neuroticism, 
and time) and the IV; and a negative correlation between the IV and DV. The 3-step 
equations in Table 6.22 were interpreted that the direct explanation was partly 
supported. As can be seen in step 2 (non-mediated), restructuring initiatives predicted 
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information & participation (B = -1.860, P < .04), so the fourth hypothesis was 
accepted. 
Table ~.22 Stud~ lc Time.l Group A: Non-mediator and mediator regressions 
regressIng appraIsal effectIveness on restructuring initiatives, and neuroticism home-
k nfl' t If ffi d' ( 71) , wor co IC ,se -e Icacy, an tIme n 
Mediator: Personal characteristics, and time 
Predictor B R2 Lill.2 F Sig: 
N on-mediator test 
Step 1 .397 .102 1.347 NS 
Demographic/professional NS 
Step 2 .453 .167 1.586 NS 
Restructuring initiatives -1.860 .04 
Mediator test 
Step 2 .428 .069 1.192 NS 
Neuroticism -.798 NS 
Home-work conflict -.356 NS 
Self-efficacy -.048 NS 
Time in months pre event -2.509 NS 
Step 3 .466 .110 1.310 NS 
Restructuring initiatives -1.637 NS 
Note. d.f 23,47 (Step 1),24,46 (Step 2); 27,43 (Step 2), 28,42 (Step 3). 
However, the variables did not provide a mediator (Table 6.22, Step 3), or moderator 
explanation for the restructuring initiatives - information & participation 
relationship, so the fifth hypothesis was rejected (Appendices 6.6 to 6.7). 
6.2.3.3 Group B 
Appendix 6.8 provides the means, standard deviations, and correlations for all 
variables. There was a positive correlation between two potential mediators (i.e., 
neuroticisIn, and home-work conflict) and the IV; but no correlation between the IV 
and DV. The variables did no support the direct, mediator, or moderator explanation 
of the restructuring initiatives - information & participation relationship, so the 
fourth and fifth hypotheses were rejected (Appendices 6.9 to 6.11). 
6.2.3.4 Group C 
Appendix 6.12 provides the means, standard deviations, and correlations for all 
variables. The variables did not provide a direct, mediator, or moderator explanation 
for the restructuring initiatives-appraisal effectiveness relationship, so the fourth and 
fifth hypotheses were rejected (Appendices 6.13 to 6.15). 
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6.2.3.5 Discussion 
The fourth hypothesis states: Restructuring initiatives, information & participation, 
and coping action have a direct influence as proposed in the Shaw & Barrett-Power 
model (1997). There is evidence of the direct effect of restructuring initiatives on 
information & participation, as proposed in the Shaw & Barrett-Power model (1997). 
Specifically, for the affected group (Groups A & B), and Group A alone, but not for 
Groups B, or C. 
The fifth hypothesis states: Neuroticism, home-work conflict, self-efficacy, and time 
(i.e., affected groups only) will moderate and/or mediate the relationships in 
hypothesis four as proposed in the working model. There is no evidence to support 
this hypothesis. 
Methodologically, the results are accounted for by the grouping of participants, the 
acknowledged efficacy of the Baron & Kenny (1986) technique for evaluating direct, 
mediator, and moderator explanations (e. g., Tharenou, 2001), and by reducing the 
significance level to .01. Although the Baron & Kenny method is commonly used in 
such analyzes, there is evidence that this approach has a lower statistical power when 
the significance of the mediator is compared with other methods (MacKinnon, 
Lockwood, Hoffman, West, & Sheets, 2002). 
Theoretically, they are attributed to the interactions, but not the transactions proposed 
in the psychological stress process (Lazarus & Folkman, 1984). Furthermore, they 
confirm the interactions proposed by Shaw & Barrett-Power (1997). Specifically, 
that there is a negative relationship between restructuring initiatives and information 
& participation, which is in accord with the concept of threat rigidity syndrome 
(Staw et aI, 1981). Thus these results add to knowledge concerning the psychological 
processes during the six months pre and post a downsizing event. 
6.2.4 Hypotheses 4 & 5 results: The information & participation -
coping action relationship 
The role of neuroticism, home-work conflict, self-efficacy, and time was assessed in 
terms of offering a direct, mediator, or moderator explanation of the information & 
participation - coping action relationship, for each of the groups. 
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6.2.4.1 Affected group 
Appendix 6.2 shows the means~ standard deviations~ and correlations. There were 
positive correlation between one potential mediator (i.e., self-efficacy), a negative 
correlation between another potential mediator (i.e., neuroticism) and the IV (i.e., 
information & participation)~ and a positive correlation between the DV (i.e., coping 
action), and the IV. The direct explanation proposed that information & participation 
(path 3), neuroticism, home-work conflict, self-efficacy, and time (path 2) directly 
explained coping action (Fig. 6.9). 
Figure 6.9 Path diagram of direct explanation for coping action 
Neuroticism etc. 
1 ... ··········• ~2 
Infonnation " ,...................... 3 ~COPing 
& participation action 
The 3-step equations in Table 6.23 were interpreted that this explanation was partly 
supported. As can be seen in step 2 (non-mediated), information & participation 
predicted coping action (B = .390, P - 0), and in step 2 (mediated), neuroticism (B = 
-1.352, P ~ 0) predicted coping action, so the fourth hypothesis was accepted. 
Table 6.23 Study Ic Time I Affected group: Non-mediator and mediator regressions regressing 
coping actions on information & participation, and neuroticism, home-work conflict, self-
efficacy, and time (n=259) 
Mediator: Personal characteristics, and time 
Predictor B R2 LlR? F Sig: 
Non-mediator test 
Step 1 .183 .083 1.835 .01 
E grade 5.685 .05 
F grade 10.788 .00 
H+ grades 17.706 .00 
Hours .512 .01 
Hospital Medical 7.289 .05 
Hospital OPD 10.396 .01 
Step 2 .327 .242 3.833 .00 
Information & participation .390 .00 
Mediator test 
Step 2 .230 .121 2.113 .00 
Neuroticism -1.352 .00 
Home-work conflict .122 NS 
Self-efficacy -.012 NS 
Time in months -.191 NS 
Step 3 .368 .275 3.956 .00 
Information & participation .394 .00 
Note. d.f28,230 (Step 1), 29,229 (Step 2); 32,226 (Step 2), 33,225 (Step 3). 
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However, the variables did not provide a mediator (Table 6.23, Step 3), or moderator 
explanation for the information & participation - coping action relationship, so the 
fifth hypothesis was rejected (Appendices 6.16-6.17). 
6.2.4.2 Group A 
Appendix 6.5 shows the means, standard deviations, and correlations. The variables 
did not provide a direct, or mediator explanation (Appendices 6.18-6.19). However, a 
moderator explanation proposed that higher information & participation was more 
positively related to higher coping action for nurses with lower neuroticism, lower 
home-work conflict, higher self-efficacy, and lower time in months before an event 
(Figure 6.10). 
Figure 6.10 Path diagram of the moderator explanation for coping action 
Information & participation 
Self-efficacy __________ --3. Coping action 
Information ~ua.l 
X Self-efficacy 
The 4-step equations in Table 6.24 were interpreted that the hypothesis was accepted 
for the interaction between information & participation and self-efficacy (B = .111, P 
< .01). This indicated that self-efficacy predicted higher coping action more for 
nurses higher than lower in information & participation. 
187 
Table 6.24 Study lc Time 1 Group A: Moderated regression analysis predicting 
coping action from information & participation interacting with neuroticism, home-
work conflict, self-efficacy, and time (n 71) 
Coping action 
Moderator: Personal characteristics and time , 
Predictor B R2 ~2 F Sig: 
Moderator 
Step 1 .347 .028 1.088 NS 
Demographic/professional NS 
Step 2 .426 .065 1.180 NS 
Neuroticism -1.236 NS 
Home-work conflict l.105 NS 
Self-efficacy -.090 NS 
Time in months pre event .368 NS 
Step 3 .455 .091 1.250 NS 
Information & participation .211 NS 
Step 4 .541 .155 1.401 NS 
I&P x Neuroticism .049 NS 
I&P x Home-work conflict -.005 NS 
I&P x Self-efficacy .111 .01 
I&P x Time before event -.065 NS 
Note. d.f 23,47 (Step 1),27,43 (Step 2), 28,42 (Step 3), 32,38 (Step 4) 
6.2.4.3 Group B 
Appendix 6.8 provides the means, standard deviations, and correlations. There was a 
negative correlation between one potential mediator (i.e., home-work conflict) and 
the independent variable; and a positive correlation between the IV and the DV. 
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Table ~.25 Stu~y lc ~ime 1 .Group B.: Non-mediator and mediator regressions 
regressIng copIng actIon on informatIOn & participation, and neuroticism home-
work conflict, self-efficacy and time (n=188) , , 
Mediator: Personal characteristics, and time 
Predictor B R2 LlR2 F Sig: 
Non-mediator test 
Step 1 
.207 .067 1.480 NS 
E grade 7.379 
.03 
F grade 11.121 
.01 
H+ grades 16.142 
.01 
Hours .422 .04 
Hospital Medical 11.689 .00 
Step 2 .378 .263 3.307 .00 
Information & participation .446 .00 
Mediator test 
Step 2 .261 .108 1.707 .02 
Neuroticism -1.536 .00 
Home-work conflict -.020 NS 
Self-efficacy -.050 NS 
Time in months .298 NS 
Step 3 .416 .291 3.328 .00 
Information & participation .434 .00 
Note. d.f 28,159 (Step 1),29,158 (Step 2); 32,155 (Step 2),33,154 (Step 3) 
The direct explanation proposed that information & participation (path 3), 
neuroticism, home-work conflict, self-efficacy, and time directly explained coping 
action (Figure 6.9). The 3-step equations from Table 6.25 were interpreted that the 
hypothesis was partly supported. Information & participation predicted coping action 
(Step 2 [non-mediated]; B = .446, P ~ 0), and in step 2 (mediated), neuroticism (B =-
1.536, P ~ 0) predicted coping action. The mediator, and the moderator explanations 
were rejected (Appendices 6.20-6.21), so the fifth hypothesis was rejected. 
6.2.4.4 Group C 
Appendix 6.12 provides the means, standard deviations, and correlations. There was 
a negative correlation between one potential mediator (i.e., self-efficacy) and the IV; 
and a positive correlation between the IV and DV. The 3-step equations from Table 
6.26 were interpreted that the hypothesis was partly supported: information & 
participation predicted coping action (B = .593, P ~ 0). However, mediator and 
moderator explanations were rejected (Appendices 6.22-6.23), so the fifth hypothesis 
was rejected. 
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Table ~.26 Stu~y 1 c ~ime 1 .Group C.: Non-mediator and mediator regressions 
regressIng copIng actIon on InformatIon & participation, and neuroticism home-
work conflict, and self-efficacy (n=92) , 
Mediator: Personal characteristics 
Predictor B R2 ~R? F Sig: 
Non-mediator test 
Step 1 .264 -.031 .895 NS 
DiplomaiProject 2000 14.201 .02 
Step 2 .432 .192 1.801 .03 
Information & participation .593 .00 
Mediator test 
Step 2 .320 .002 1.006 NS 
Neuroticism -.253 NS 
Home-work conflict -.252 NS 
Self-efficacy 1.341 NS 
Step 3 .454 .185 1.689 .04 
Information & participation .545 .00 
Note. d.f 26,65 (Step 1), 27,64 (Step 2); 29,62 (Step 2),30,61 Step 3) 
6.2.4.5 Discussion 
The fourth hypothesis states: Restructuring initiatives, information & participation, 
and coping action have a direct influence as proposed in the Shaw & Barrett-Power 
model (1997). There is evidence of the direct effect of information & participation on 
coping action as proposed in the Shaw & Barrett-Power model (1997). Specifically, 
for the affected group (Groups A & B), Groups B, and C, but not Group A alone. 
The fifth hypothesis states: Neuroticism, home-work conflict, self-efficacy, and time 
(i.e., affected groups only) will moderate and/or mediate the relationships in 
hypothesis four as proposed in the working model. There is evidence that self-
efficacy moderates the information & participation - coping action relationship for 
Group A. There is no evidence to support the hypothesis in any other respect. 
As stated above methodologically, the results are accounted for by the grouping of 
participants, and the acknowledged efficacy of the Baron & Kenny (1986) technique 
for evaluating direct, mediator, and moderator explanations (e.g., Tharenou, 2001), 
and by reducing the significance level to .01. 
Theoretically, they are attributed to the interactions, and transactions proposed in the 
psychological stress process (Lazarus & Folkman, 1984). Furthermore, they confirm 
the interactions proposed by Shaw & Barrett-Power (1997). Specifically, that there is 
a positive relationship between information & participation and coping action. Thus 
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these results add to knowledge concerning the psychological processes during the six 
months pre and post a downsizing event. Moreover, there is some evidence that self-
efficacy predicts higher coping action more for nurses higher than lower in 
information & participation. This adds to evidence that self-efficacy moderates the 
stressor-strain relationship among nurses during downsizing (Greenglass & Burke, 
1998). 
On the basis of these results it was decided to test the variables in the Shaw & 
Barrett-Power model on affected group data, controlling for socio-demographic, and 
professional variables. Specifically to assess whether the variables in the model 
predicted job satisfaction, and intention to quit. 
6.2.5 Hypothesis 6 
The sixth hypothesis stated: Restructuring initiatives, information & participation, 
coping action, coping effectiveness, neuroticism, home-work conflict, and self-
efficacy will predict job satisfaction, and intention to quit. Two multiple regressions 
were conducted to test this hypothesis. 
6.2.5.1 Job satisfaction 
A multiple regression analysis was conducted to predict job satisfaction for the 
affected group (n=259) i.e., six months pre to post event. Specifically, it was 
hypothesized that job satisfaction was predicted by restructuring initiatives, 
information & participation, coping action, the JSS indices, and other aspects of job 
satisfaction such as job insecurity, and impact of restructuring. Moreover, it was 
hypothesized that neuroticism, home-work conflict, and self-efficacy were 
significant predictors. 
The results of this analysis indicated that the socio-demographic and professional 
characteristics did not account for a significant amount of the job satisfaction 
variability R2 = .13, F (28, 230) = 1.26, p = NS (Appendix 6.25). A series of multiple 
regressions were then conducted to evaluate the significance of particular variable 
clusters prior to entering all the variables in a final Step 2. 
191 
PAGE 
MISSING 
IN 
ORIGINAL 
The results of this analysis indicated that the socio-demographic and professional 
characteristics did not account for a significant amount of the intention to quit 
variability R2 = .20, F (28,230) = 2.05, P = NS (Appendix 6.26). A series of multiple 
regressions were then conducted to evaluate the significance of particular variable 
clusters prior to entering all the variables in a final Step 2. 
When the first three Shaw & Barrett-Power variables were entered in Step 2, this 
indicated that restructuring initiatives, information & participation, but not coping 
action accounted for a significant amount of the intention to quit variability after 
controlling for the socio-demographic and professional characteristics: R 2 change = 
.08, F (3, 227) = 8.50, P - 0. The JSS indices (i.e., JS-X [Job Stress Index], JP-X [Job 
Pressure Index], and LS-X [Lack of Support Index] were then added to Step 2, this 
indicated that the six variables accounted for even more of the significant amount of 
the intention to quit variability: R2 change = .20, F (6, 224) = 12.18, P - 0, however 
none of the JSS variables were significant. Finally, when the remaining coping 
effectiveness variables (i.e., including self-efficacy) were added in Step 2, these 
variables continued to add to and account for a significant amount of the job 
satisfaction variability: R2 change = .31, F (14, 216) = 8.97, P - 0. 
The final results indicated that neither restructuring initiatives, nor information & 
participation, nor coping action accounted for a significant amount of the intention to 
quit variability. However, three coping effectiveness variables contributed 
significantly: job insecurity (3%), QOL1 (physical: 3%), and job satisfaction (20/0). 
When neuroticism, home-work conflict and self-efficacy were entered in Step 3 they 
did not account for a significant amount of the intention to quit variability: R2 change 
= .002, F (3, 213) = .242, P = NS. After controlling for socio-demographic and 
professional characteristics restructuring initiatives, and information & participation 
accounted for only 1 % of the variance of intention to quit. Overall, the variables in 
the Shaw & Barrett-Power model accounted for 110/0 of the variance of intention to 
quit, whereas the additional variables in the working model again contributed 10/0. 
6.2.5.3 Discussion 
Regarding job satisfaction, the sixth hypothesis states: Job satisfaction is predicted 
by restructuring initiatives, infonnation & participation, coping action, the JSS 
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working model adds to the predictive power of the Shaw & Barrett-Power model. In 
additio~ the model reveals that having a degree in nursing is associated with 
significantly more job satisfaction, than that reported by nurses with no higher 
education qualification. 
Although the results provide evidence that the variables in the Shaw & Barrett-Power 
model account for 11 % of the variability of intention to quit having controlled for 
socio-demographic and professional variables, there is no evidence that restructuring 
initiatives, information & participation, coping action, or the JSS indices predict 
coping effectiveness i.e., intention to quit among nurses during the six months pre 
and post a restructuring event. Moreover, there is no evidence that neuroticism, 
home-work conflict, and self-efficacy significantly affect intention to quit variability. 
However, there is evidence that job satisfaction, and aspects of job satisfaction i.e., 
job insecurity contribute significantly to intention to quit variability. Thus there is 
minimal evidence that the variables in the Shaw & Barrett-Power model predict 
intention to quit, and no evidence that the variables in the working model add to this 
predictive power. 
However, there are four socio-demographic and professional characteristics that 
significantly account for the intention to quit variability. Specifically, age accounts 
for 5% of the variability of intention to quit i.e., younger nurses are more likely to 
report higher intention to quit, which supports other UK studies (e.g., Purvis et aI., 
2003; Aiken et aI., 2001). In contrast, nurses having a diploma are less likely to 
report intentions to quit, which challenges the idea that better qualified nurses are 
more dissatisfied with nursing. More years in grade also accounts for a significant 
amount of the variability, which accords with dissatisfaction relating to lack of career 
progression. Marital status is associated with lower stress in nurses (Chiriboga et aI., 
1986), although not always (Constable & Russell, 1986). In this study being single is 
associated with higher intentions to quit. 
6.3 Hypotheses 1-6 conclusions 
The six hypothesis tests in this part of the study provide answers to two inter-related 
research questions, and the first two study objectives. 
195 
The first research question, and study objective is to evaluate whether NHS 
restructuring affects nurses' level of stress, and this directly influences intentions to 
leave, or indirectly intentions to leave through aspects of job satisfaction. The second 
objective is to evaluate whether age and professional education influence nurses' 
level of stress, intentions to leave, and/or job satisfaction. The second research 
question is to evaluate whether the Shaw & Barrett-Power (1997) or working models 
explain adequately how NHS restructuring events affect nurses' coping effectiveness, 
especially intentiQns to leave, and job satisfaction. 
Using a quasi-experimental design individual hypotheses have tested differences 
between affected and non-affected nurses (i.e., 1 & 3), changes over time (i.e., 2 & 
3), direct, mediator, and moderator explanations of relationships relating to primary 
& secondary appraisal, and assessed the influence of age and professional education 
(i.e.,4 & 5), and the predictors of coping effectiveness i.e., intentions to leave, and 
job satisfaction (i.e., 6). The results indicate nurses affected by NBS restructuring 
report significantly lower information & participation post event, and when 
compared with non-affected nurses, this is significantly lower during the 12 months 
post event, which is consistent with the concept of threat rigidity syndrome (Staw et 
al 1981). Furthermore, when compared with the non-affected group affected nurses 
report significantly higher job stress, job pressure, and lower job satisfaction, as well 
as higher job insecurity, lower perceptions of patient care & services, lower physical 
health, psychological functioning, and environmental quality of life, post event. 
Moreover, the results indicate that restructuring initiatives, information & 
participation, coping action interact as Shaw & Barrett-Power propose to predict job 
satisfaction among nurses during restructuring. However, there is no evidence that 
NHS restructuring events directly influence, or predict nurses' intentions to leave. 
Although, such intentions are predicted by lower job satisfaction, higher job 
insecurity, and lower physical health. Evidence relating to these results will now be 
considered. 
Being young, single and longer in grade is predictive of higher intentions to leave. 
The results are consistent with other NBS studies, which indicate younger nurses 
(Aiken et aI., 2001), occupational mobility (Mercer et aI., 1976), and low relational 
psychological contracts (Purvis et aI., 2003), are associated with intentions to leave. 
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The association between longer in grade and intention to quit is consistent with lack 
of career progression (Ball et al., 2000~ Rout, 2000~ Aiken et al., 2001~ Armstrong et 
al., 1996). Intention to quit is also associated with lower physical health, a finding in 
other studies of NBS nurses (Smedley et al., 1995~ Heap, 1987), and confIrms the 
view that NBS restructuring may have a negative impact on physical health 
(McClenahan et al., 1999, cited in McClenahan, 1999). However, there is no 
evidence that intention to quit is associated with emotion-focused coping (Begley, 
1998), or part-time nurses (Maurier et al., 2000; Burke & Greenglass, 2000a). 
Job insecurity also predicts intention to quit. This again is consistent with findings 
that associate such intentions with low relational and high transactional 
psychological contracts in NBS nurses (Purvis et al., 2003). However, there is no 
evidence that restructuring predicts intention to quit, a finding in other nurse studies 
(Burke et al., 2000a), or a belief that NBS restructuring is associated with fear of job 
loss even in the most successful mergers (Crail, 1999, cited in McClenahan, 1999). 
However, intention to quit is also predicted by lower job satisfaction. This finding is 
consistent with other NBS nurse studies e.g., Perryman & Robinson (2003), although 
it is not directly attributed to feeling valued and supported by the line manager as 
they found, nor to organizational support (Rhoades et al., 2002). 
In contrast, the results indicate that restructuring events are associated with lower job 
satisfaction, and aspects of job satisfaction. The results are consistent with other 
studies in which restructuring is associated with lower job satisfaction (Greenglass & 
Burke, 2001a), morale (Armstrong et al., 1996), and that job satisfaction increases 
over time (Burke, 2002). 
Moreover, the Shaw & Barrett-Power model (1997) is a powerful predictor of job 
satisfaction during restructuring. The findings are consistent with the belief that NHS 
organizations provide job satisfaction through empowerment and involvement in 
decision-making (DOH, 2001 c), which facilitates commitment to change, and a sense 
of control and acceptance by employees (Bennis et al., 1973). Furthermore, the result 
is consistent with findings that nurses who have a vision of the future of the 
organization (Greenglass & Burke 1997), and engage in information search and 
participation activities within the work group are more satisfied (Perryman et al., 
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2003), although there is no evidence in this study that they are less stressed as these 
authors found. Perryman & Robinson (2003) note significant benefits are derived 
from informing staff when Trust changes occur, giving information needed to do the 
job, and freeing staff from reliance on the 'grapevine'. Moreover, the results are 
consistent with the belief that a vision of the future not only facilitates organizational 
change (Burnes, 1992, cited in Timpson, 1996) but is also associated with positive 
outcomes among nurses during restructuring (Greenglass & Burke, 1997). 
The results indicate that despite the benefits of such beliefs, after a restructuring 
event the level of these information & participation activities decline. This is not 
only consistent with the concept of threat rigidity syndrome (Staw et aI1981), but 
also findings that lower information & participation is associated with job 
dissatisfaction (e.g., Patterson & Cary, 2000). Lower information & participation is 
also attributed to organizational size (Revans, 1964; Wieland, 1969, cited in Redfern, 
1978, p242), managers not understanding what is going on, or how the organization 
will be affected (Spence Laschinger et al 2001), poor instrumental communication 
(Davidson et ai., 1997), and managers not listening to nurses concerns (Aiken et ai., 
2001). Moreover, the results are likely to stem from disrupted relationships and 
communication patterns during events (Crail, 1999 cited in McClenahan 1999), and 
in this current study are attributed to the cognitive/motivational manifestations of 
heightened stressors on individuals' behaviour vis-a.-vis information & participation. 
The results indicate that not only does higher information & participation predict 
nurses' job satisfaction during restructuring events, but also coping action, (lack of) 
support, and psychological functioning, although differences between affected and 
non-affected nurses only exist in the latter. In addition, the results indicate low 
coping action means, and high lack of support means (Appendix 5.7). A number of 
tentative conclusions may be drawn from these results. They are consistent with 
evidence that during restructuring nurses' report lower coping responses, and less 
social support than other healthcare professionals (Lees, 2001). They are also 
consistent with the view that despite nursing being a psychologically demanding 
occupation (Menzies, 1961; James, 1989; Payne et ai., 1987; Weinberg et aI., 2000), 
restructuring events increase perceptions of psychological dysfunction (Greenglass et 
aI., 1997; Burke et aI., 2000c; Baumann et aI., 2001; Idel et aI., 2003; Shindul-
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Rothschild et aI., 1997; Aiken et aI., 2001; Brown, Arnetz, & Petersson, 2003). 
Although there is evidence that emotional well-being improves over time (Burke, 
2002), this is not found during the first year post event in this study. 
Regarding coping action, and (lack of) support, these results are also consistent with 
other studies. For example, nurses derive benefits from supervisor support in terms 
of reducing intentions to quit (Perryman et aI., 2003), from co-worker support vis-a-
vis job satisfaction (Gaynor et aI., 1995), and union and organizational support is 
associated with higher psychological well-being (Burke et aI., 2001 b). Support in 
terms of opportunity for advancement (Ball et aI., 2000), recognition for good work 
(Spence Laschinger et aI., 2001), and regular performance feedback from managers 
contributes to job satisfaction (Tonges et aI., 1998). In contrast, lack of support may 
be attributed to managers experiencing stress e.g., having larger units to manage, and 
associated with lack of positive rewards, feedback, support, and recognition within 
unit or organization (Spence Laschinger et aI., 2001), but poor relationships with 
colleagues can not be attributed to increased workload (Armstrong et aI., 1996). Low 
coping action and high lack of support however, may be attributed to congruence 
between the source of stress, and support e.g., line manager (Beehr et aI., 2003), but 
this is not limited to a restructuring event. 
In relation to coping strategies the results are consistent with Burke & Greenglass 
(2000b) who report that the use of control coping is significantly related to well-
being measures, whereas nurses making greater use of escape coping report less job 
satisfaction and more psychosomatic symptoms. Moreover, problem-focused coping 
predicts information seeking, and is positively associated withjob satisfaction 
(Robblee, 1998). Perceiving oneself to have influence over decision-making at work 
predicts increases in problem-solving coping efforts, and decreases intentions to 
leave (Heaney et aI., 1995). 
Job satisfaction is also predicted by impact of restructuring. This finding is consistent 
with a belief that nursing is concerned with caring (Benner et aI., 1989), and that 
knowledge to do this well enriches job satisfaction, whereas factors that prevent this 
are likely to cause job dissatisfaction. The results are consistent with other studies in 
which nurses perceive a decline in patient care & services during restructuring. This 
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is associated with a decrease in resources, staff mix changes, workplace and patient 
safety, nursing knowledge not valued, and inferior products (Spence Laschinger et 
aI., 2001; Taylor et aI., 1999), and not enough time to do the job well (Davidson et 
aI., 1997). However, there is also evidence that certain objective indicators are not 
adversely affected by restructuring (Roos et aI., 1995). Nevertheless, job 
dissatisfaction is predicted by intention to quit, which is consistent with the finding 
that high turnover has a knock on effect on staff morale (Meadows et aI., 2000; 
Finlayson, 2002), and evidenced by the increasing numbers of nurses working in the 
private sector (Ball et aI., 2000). 
6.4 Hypothesis 7 
The third research question tested whether there was a significant clustering effect 
for these nurses working in a hierarchical organization: Does only the individual 
level account for significant variance on each of the dependent variables? One 
hypothesis was tested to answer this question. Specifically, it evaluated whether the 
work group, hospital, NBS Trust, or region of the UK in which restructuring was 
taking place, accounted for a significant amount of variance on the dependent 
variables, in addition to the individual level. It was hypothesized that: Differences in 
the variance of the dependent variables will be accounted for only by individual 
differences in both affected, and non-affected groups. Each model was evaluated 
with data collected from nurses six months before and after a restructuring event, and 
those not affected (i.e., Groups A, B, & C; n=351). 
6.4.1 Multilevel modeling 
In the real world multilevel or hierarchically structured data is the norm. The NHS is 
a clear case of a system in which individuals are subject to the influences of 
grouping. Nurses function in wards, wards are situated in hospitals, and hospitals are 
managed in NHS Trusts. Such a system would allocate nurses to levell, wards to 
level 2, and hospitals to level 3, and Trusts to level 4; the region in which a Trust is 
situated could constitute an fifth level. What matters is how measurements of interest 
are affected by this structure. In the NBS it is known that performance varies 
between Trusts (Editorial, 200la). Underpinning the final hypothesis in this first 
study is a belief that the way a restructuring event is managed affects nurses' 
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information & participation, and therefore their coping effectiveness (i.e., there are 
differences between wards, hospitals, or Trusts). 
The unreliability of results when the effect of levels on each other is ignored, is 
illustrated by research on educational achievement (Goldstein & Spiegelhalter, 
1996), as well as within the organizational stress literature (e.g., Morrison et aI., 
2003). In this study, in a ward level analysis ordinary regression could be used to 
estimate the relationship between an outcome e.g., coping actio~ and an explanatory 
variable e.g., information & participation. A causal interpretation of the relationship 
must include individual nurses, but this would have been discarded. In a nurse level 
analysis the average relationship between scores would be estimated using data from 
all nurses. Computer software will limit the number of nurses that could be included 
in such a study. Although the variation in wards could be modeled by incorporating 
separate terms for each ward, it is inefficient, and inadequate for the purposes of 
generalization. It is inefficient because it involves estimating many times more 
coefficients than the multilevel procedure; and because it does not treat wards as a 
random sample it provides no useful quantification of the variation among wards in 
the population more generally. Multilevel modeling not only enables the researcher 
to identify where and how effects are occurring in the hierarchy, but also ensures 
standard errors of regression coefficients are not underestimated because clustering 
has been ignored. 
lvfL w iN is a development from MLn, which provides a graphical user interface (GUI) 
for specifying and fitting a range of multilevel models, together with plotting, 
diagnostic and data manipulation facilities (Rasbash et aI., 2002). Users manipulate 
GUI screen objects; these are translated into MLn commands, which are then sent to 
the computing module. The data structure is that of a spreadsheet with columns 
denoting variables, and rows corresponding to the lowest level in the hierarchy (e.g., 
the individual). A key innovative feature of JvfLwiN is the Equations Window, which 
allows the user to specify and manipulate a model by using standard multiple 
regression statistical notations. 
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6.4.2 Hypothesis 7 results 
Each dependent variable that met the normality assumption was treated to the 
multilevel modeling technique; prior to interpretation residuals were checked. 
Modeling started with a fixed level one (nurse) and level two (ward) intercept, and 
fixed slopes. Explanatory variables were entered in turn, followed by interactions, 
and other levels. No contextual effects were estimated because the sample size was 
too small. Interactions between significant explanatory variables and neuroticism, 
home-work conflict, self-efficacy, grade, professional education, full-time/part-time 
working, and previous experience of restructuring were also evaluated. In addition 
interactions between neuroticism, home-work conflict, and self-efficacy were 
evaluated. A significant explanatory variable was retained in the model when a 
significant associated interaction rendered it non-significant. The results of the first 
variable in the model (i.e., restructuring initiatives) are explained in detail. 
Subsequently, only the principle findings are reported, in particular those relating to 
job satisfaction, intention to quit, and coping action. Results of the other models are 
found in the Appendices (6.27-6.40). 
6.4.2.1 Restructuring initiatives 
The expected restructuring initiatives was 1.56 (Appendix 6.27a) for Group C (non-
affected nurses), and other baseline variables, i.e., those who worked in general 
hospital Out Patients Departments (OPDs), part-time, had zero on coping action, job 
satisfaction, JS-X, QOL2, QOL4, time in months (i.e., < 1 month before or after an 
event), neuroticism, home-work conflict, mean years in current ward (i.e., 5.08), and 
mean years in current hospital (i.e., 7.85). 
The expected increase in restructuring initiatives for Group A, rather than Group C 
was 1.25, and the expected decrease for Group B was -0.22. The expected decrease 
in restructuring initiatives for nurses working full-time rather than part-time was -
0.41. When compared with nurses in OPDs, the expected increase in restructuring 
initiatives in critical care units was 2.26, medical wards was 1.84, surgical wards was 
2.20, elderly care wards was 2.12, paediatric wards was 1.85, and specialist wards 
was 1.72; other clinical areas were not significant. 
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For each single point increase in JS-X the expected increase in restructuring 
initiatives was 0.06, for neuroticism it was 0.18, for home-work conflict it was 0.07, 
for years worked in current hospital it was 0.08, for coping action it was 0.02, for 
time in months it was 0.25, and for QOL2 (psychological) it was 0.03. For each 
single point decrease injob satisfaction the expected increase in restructuring 
initiatives was 0.06, for years worked in current ward it was 0.10, and for QOL4 
(environmental) it was 0.02. So for example, a nurse with the scores in the Table 
6.27 was expected to report 4.748 restructuring initiatives; if slhe was expecting to be 
restructured (i.e., Group A; + 1.253), and if slhe worked in a general hospital medical 
ward (+ 1.844), slhe was expected to report 7.845 restructuring initiatives. 
T bl 6 27 St d 1 T' a e u y c Ime 1 E I f xamp. e 0 expecte d restructunng IrutIatIves 
CA JS-X QOL Month Yrs N HWC JS 
2 hosp 
Score 24.000 48.000 40.000 4.000 6.000 5.000 12.000 18.000 
Coefficient 0.020 0.057 0.034 0.245 0.082 0.177 0.074 0.057 
Value 0.480 2.736 1.360 0.980 0.492 0.885 0.888 -1.026 
Key. CA: Coping action; JS-X: Job Stress Index; QOL2: QOL (psychological functioning); 
Months: time in months pre/post event; Yrs Hosp: Years worked in hospital; N: Neuroticism; 
QOL 
4 
81.000 
0.024 
-1.944 
HWC: Home-work conflict; JS: Job satisfaction; QOL4: QOL (Environment) Yrs ward: Years worked 
on ward. 
There were no interactions in this model. Moreover, there was no significant 
variance at any other level, and the individual level residuals were satisfactory 
(Appendix 6.27b), so the hypothesis is accepted. 
6.4.2.2 Job satisfaction 
The best model of job satisfaction comprised personal (i.e., neuroticism), 
professional characteristics (full-time/part-time), information & participation, and 
five coping effectiveness variables (Appendix 6.31a). The expected job satisfaction 
was 19.28 for Group C, and other baseline variables, i.e., work part-time, zero on 
information & participation, job insecurity, job pressure, lack of support, intention to 
quit, impact of restructuring, and neuroticism. The model indicated that there was no 
difference between the groups (i.e., A, B, & C) 
The expected decrease in job satisfaction for a nurse who worked full-time rather 
than part-time was 1.29. For each single point increase in information & 
participation the expected increase in job satisfaction was .07, for JP-X (Job 
pressure) it was .08, and for impact of restructuring it was .39. In contrast, for each 
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Yrs 
ward 
1.000 
0.103 
-0.103 
single point decrease in job insecurity the expected increase in job satisfaction was 
.14, for LS-X (Lack of support) the increase it was .16, for intention to quit the 
increase it was .12, and for neuroticism it was .33. There were no interactions. There 
was no significant variance at any other level, and the individual level residuals were 
satisfactory (Appendix 6.31 b), so the hypothesis is accepted. 
6.4.2.3 Intention to quit 
The best model of intention to quit comprised personal (i.e., age) professional 
characteristics (i.e., grade, years in grade, full-time/part-time), and five coping 
effectiveness variables: job insecurity, JS-X (Job Stress Index), job satisfaction, JP-X 
(Job Pressure Index), and QOLI (physical) (Appendix 6.39a). The expected intention 
to quit was 23.45 for part-time nurses, and other baseline variables, i.e., zero onjob 
insecurity, job satisfaction, JS-X (Job Stress Index), JP-X (Job Pressure Index), 
QOLI (physical), mean age (i.e., 38.54), mean years in grade (i.e., 5.71), and are H 
grade. 
The expected increase in intention to quit for a nurse who worked full-time rather 
than part-time was .09. For E grade nurses the increase in intention to quit was l.13, 
and for F grades it was 1.30, whereas there was a decrease for C & D grade nurses of 
.78, and for G grades it was .23. For each single point increase injob insecurity the 
expected increase in intention to quit was .34, for JS-X (Job Stress Index) it was .41, 
and for years in grade it was .30. In contrast, for each single point decrease injob 
satisfaction the expected increase in intention to quit was .12, for JP-X (Job Pressure 
Index) it was .18, for QOLI (physical) it was .02, and for age it was .25. There were 
interactions between job satisfaction and working full-time/part-time, and between 
QOLI and grade. The first interaction indicated that nurses reporting lower job 
satisfaction, and who worked full-time were expected to report higher intention to 
quit. The second interaction was not estimatible. There was no significant variance at 
any other level, and the individual level residuals were satisfactory (Appendix 
6.39b), so the hypothesis is accepted. 
6.-1.2.-1 Coping action 
The hypothesis is accepted for all the other variables, with the exception of coping 
action (Appendix 6.29a). The best model of coping action comprised personal (i.e., 
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neuroticism), professional characteristics (i. e., grade), information & participation, 
and three coping effectiveness variables. The expected coping action was 20.04 for H 
grade nurses, and other baseline variables, i.e., zero on information & participation, 
job insecurity, impact of restructuring, neuroticism, and job pressure (Job Pressure 
Index). 
The expected decrease in coping action for a nurse who is C or D grade was 10.83, 
for E grades it was 5.65, for F grades it was 5.57, and for G grades it was 7.66, when 
compared with H grade nurses. For each single point increase in information & 
participation the expected increase in coping action was .33, for job insecurity it was 
.38, for impact of restructuring it was .49, and for JP-X (Job Pressure Index) it was 
.06. In contrast, for each single point decrease in neuroticism the expected increase 
in coping action was 1.22. There was an interaction between JP-X and neuroticism, 
which indicated that nurses reporting low neuroticism and high JP-X were expected 
to report higher coping action. In addition, there was significant variance at level 2: 
14% of residual variation was accounted for by the ward, but there was no significant 
variance at any higher level or combination of levels. The individual, and ward level 
residuals were satisfactory (Appendix 6.29b & c), so the hypothesis is rejected. 
6.4.2.5 Discussion and conclusions 
The seventh hypothesis states: Differences in the variance of the dependent variables 
will be accounted for only by individual differences in both affected, and non-
affected groups. There is evidence that the variance of 13 dependent variables is 
accounted for only by individual level variance in both affected and non-affected 
groups. One dependent variable i.e., coping action has significant variance at the 
group level. The results challenge beliefs that responses to restructuring are 
associated with the way in which it is introduced (Burke, 2001 b), and that there are 
differences between Trusts (Muscroft et aI., 1998; Tovey & Adams, 1999). 
Methodologically, the results are accounted for by the multilevel modeling 
technique. This not only enables the researcher to identify where and how effects are 
occurring in the hierarchy, but also ensures standard errors of regression coefficients 
are not underestimated because clustering has been ignored. To ignore that 
individuals may be influenced by their job, and/or organization violates the 
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assumption of OLS regression i.e., error variances across individuals are uncorrelated 
(Morrison et aI., 2003). Since most organizational data is likely to be affected by 
clustering, it runs the risk of inflating the importance of OLS regression coefficients 
because the standard errors are underestimated. This biases the critical value of 
statistical tests upwards with a large increase in the Type 1 error rate (Kreft et aI., 
1998, cited in Morrison et aI2003). 
Theoretically, the results are attributed to the assumption of the cognitive-
phenomenological model of stress (Lazarus & Folkman, 1984) i.e., perceptions of 
stress are attributable to individual differences. In all but one dependent variable 
there is no evidence other than that this is so. In contrast, the operationalization of 
coping action may account for a significant ward level variance. This indicates that 
not only are there differences between individuals' coping action, but also between 
wards. This finding is theoretically significant insofar as perceptions of stressors are 
known to be associated with changes in group functioning e.g., group cohesiveness 
(Sherif et aI., 1953), which may be associated with lower group potency (Mullins, 
1993), this in turn is likely to be associated with lower coping effectiveness (Guzzo 
et al., 1993). Group effectiveness in these respects is the focus of study 2. 
6.5 Overview of the chapter 
The focus of the chapter is to provide the results of hypothesis tests that answer three 
research questions. In response to the first research question the results provide some 
evidence that NHS restructuring events affect nurses level of stress, but not that they 
directly influence intention to leave. However, they do indicate that such events 
negatively affect nurses' job satisfaction, and aspects of job satisfaction such as job 
insecurity, and perceptions of patient care and services. In response to the second 
research question the results provide evidence that the Shaw & Barrett-Power model 
(1997) explains adequately how NHS restructuring events affect nurses coping 
effectiveness i.e., job satisfaction, but not intentions to leave. In contrast, the 
additional variables in the working model do not add to the power of the Shaw & 
Barrett-Power model. In response to the third research question, the results provide 
evidence that only the individual level accounts for significant variance on all but 
one of the dependent variables in the Shaw & Barrett-Power model operationalized 
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at the individual level. There is no evidence of significant differences between wards, 
hospitals or Trusts, with one exception. The ward level accounts for significant 
variance on coping action. This latter finding justifies further investigation ofNHS 
restructuring events on nurses work groups, in study 2. In particular to assess the 
relative power of the Shaw & Barrett-Power model at the group level, to predict 
intention to leave, and job satisfaction among nurses in the NBS during restructuring. 
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Chapter 7 Group level methodology and preliminary 
results 
This chapter describes the research designs and methodology that were adopted in 
the second study, and the preliminary results. 
Using a correlational design, an exploration of relationships between the group level 
variables was made, in order to answer the first research question i.e., Do NHS 
restructuring events affect nurses level of stress, and directly influence intentions to 
leave, or indirectly influence intentions to leave through aspects of job satisfaction? 
Details of the correlational design, participants, measures, procedure, and the 
proposed methods of data analysis precede an account of the preliminary results. The 
extent to which these accord with the relationships proposed in the Shaw & Barrett-
Power (1997), and working models are discussed, and form the basis of a decision 
justifying further analysis of the data. 
The second part of the chapter describes the design, and methodology adopted to 
answer the second and third research questions. Details are provided of the quasi-
experimental design, participants, and the proposed methods of data analysis. 
The chapter concludes with a discussion of the issues that posed a threat to the 
integrity of the study, and the ameliorating actions taken by the researcher. 
7.1 Study 2a: Exploratory study 
The first part of this chapter provides details of the design, and methods used to 
explore relationships between the group level variables in the Shaw & Barrett-Power 
(1997), and working models. Specifically, it justifies the use of a correlational 
design, provides details of participants (total sample: affected nurses), measures, 
procedure, proposed methods of data analysis, and preliminary results. The extent to 
which these accord with relationships proposed in the Shaw & Barrett-Power, and 
working models are discussed. 
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7.1.1 Research design 
A correlational design was chosen to examine relationships between the group level 
variables, because it was not possible or appropriate to use an experimental study 
initially. Specifically, it was not possible to set up an event in which the level of 
restructuring could be manipulated. However, it would be possible to observe 
individuals in groups who had experienced various levels of restructuring. The 
association between such experiences and their subsequent behaviour would indicate 
whether the group level variables co-varied as the Shaw & Barrett-Power (1997), and 
working models proposed (Figure 7.1). 
The Shaw & Barrett-Power model (1997) proposed that perceptions of threat would 
be associated with lower information & participation~ coping actio~ and coping 
effectiveness. In the context of this study, such perceptions would most likely be 
associated with an increase in restructuring initiatives, and occur around the time of 
an event, as in study 1. Moreover, they were likely to be associated with changes in 
group functioning, i.e., increased cohesiveness (Sherif & Sherif, 1953), which might 
be associated lower group potency (Mullins, 1993). This in turn was likely to be 
associated with lower coping effectiveness (Guzzo et aI., 1993). Furthermore, 
cohesiveness, personal, and professional characteristics were likely to influence the 
appraisal - information & participation, and information & participation - coping 
action relationships. Thus if correlational data suggested for example, that more 
restructuring initiatives around the time of an event appeared to 'go together with' 
lower information & participation, and higher cohesiveness then it might be 
reasonable to attempt a quasi-experimental manipulation of the level of restructuring 
and determine more substantially whether this affected nurses' group potency and 
coping effectiveness, in particular group stress, job satisfaction, and intentions to 
leave the NHS. The main disadvantage of a correlational design was that it would 
have low internal validity (i.e., restructuring initiatives could not be shown to cause 
changes in information & participation, coping action, coping effectiveness, group 
potency and cohesiveness). The researcher considered this disadvantage was 
acceptable in an exploratory study. 
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Figure 7.1 Group level working model of stress coping-based dependent variables in 
downsizin~ situatio~s (based on Shaw & Barrett-Power, 1997, pI22; Lazarus & Folkman, 
1984; Shenf & Shenf, 1953; Guzzo et al., 1993; Mullins, 1993) 
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• 
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... I .... 
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......... 
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3. Maintain equilibrium 3.EmotionaVwithdrawal 
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6.Flexibility 
Key. • /" .... ~ Relationship described by Shaw & Barrett-Power (1997) 
- ...... Relationship in addition to the above, described by Lazarus & Folkman (1984) 
-~.~ Relationship described by Sherif & Sherif (1953) 
--4 •• Relationship described by Guzzo et al (1993) 
- ...... Relationship described by Mullins (1993) 
7.1.2 Participants 
The strategy was to recruit groups (i.e., minimum of four qualified nurses, aged 21-
65, 10% male), who had face-to-face contact. The groups were employed in NHS 
Trusts (hospital, and community), and Primary Care Groups (PCGs; community); 
half would be affected by an event, and half would not, so that it would be possible 
to conduct a quasi-experimental study if this were justified. In each setting (i.e., 
hospital & community) groups would to be derived from General, Mental Health, 
and Learning Disability clinical environments (Table 7.1). There were no norms, but 
it was believed that this would be a good-sized sample: post hoc power analyses 
would be calculated. 
T bl b r' al a e 7.1 Study 2a Time 1: Recrwtment )y C lIDC specl tty 
Clinical area Affected by event Non-affected 
Hospital Community Hospital Community 
S R S R S R S R 
General 14 6 17 13 7 5 4 1 
Mental health 5 3 6 4 5 2 6 4 
Learning disability 10 4 5 3 5 3 4 1 
Total 29 13 28 20 17 10 14 6 
Key. S Selected: R: Responded. 
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At the beginning of February 2001 letters were written to the Chief Executives of the 
28 NHS Trusts, and 2 Health Authorities in England that were merging, or being 
disestablished, or taking over services from other Trusts in April 2001. 17 responses 
were received, either to the first or the follow-up letter. Each response led to the 
researcher's contact with the Directors of Nursing in hospitals, and the community, 
in the northwest, northeast, southeast, and southern England, and in London. He or 
she directed her to the managers whose groups they believed would be interested in 
participating. The researcher met with work group managers to discuss the study, and 
to clarify how and when the event would affect them. Managers in 12 NHS Trusts 
(Table 7.2) agreed (a) that at least four nurses in their work group would participate 
(b) to data collection dates that were appropriate to the research design, and (c) that 
only the researcher would know who had participated. 
bl 72 S d 2 T' Ta e tuy a lmes 1 & 2 P rt' . 't d fr NHS T t a lClpants recrul e om rus s 
NHS Trust Affected Affected Non-affected Non-affected 
(time 1 (time 2) (time 1) time 2) 
S R % S R % S R % S R % 
IH 103 50 49 50 21 42 - - - - - -
2H - - - - - - 28 18 64 18 12 67 
3H 10 5 50 5 1 20 - - - - - -
4H&C 14 7 50 7 2 29 - - - - - -
5H&C 22 4 18 4 3 75 50 12 24 12 6 50 
6C 5 2 40 2 1 50 - - - - - -
7H&C 49 18 37 18 10 56 36 13 36 13 5 38 
8H&C 65 13 20 13 3 23 - - - - - -
9H&C 14 10 36 10 7 70 7 5 71 5 2 40 
10 C - - - - - - 26 12 46 12 7 58 
llC 15 9 60 9 3 33 - - - - - -
12 C 15 2 13 2 2 100 20 2 10 2 0 0 
13 C 5 3 60 3 3 100 - - - - - -
14 C - - - - - - 52 19 37 19 10 53 
15 C - - - - - - 12 3 25 3 3 100 
16 C 20 5 25 5 2 40 - - - - - -
Sub-total 337 128 38 128 58 45 231 84 36 84 45 54 
Key. S: Self-selected, R: Responded; H: HOSPItal; C: Commuruty. 
At the same time letters were written to the Chief Executives of 42 PCGs in England 
that would become Primary Care Trusts (PCTs) in April 2001. Nine responses were 
received, either to the first or the follow-up letter. Each response led to the 
researcher's contact with the managers of nurse work groups in PCGs in the sout~ 
southeast, and southwest of England. She met with these work group managers to 
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discuss the study, and to clarify how and when the event would affect them. 
Managers in six PCGs (Table 7.3) agreed (a) that at least four nurses in their work 
group would participate (b) to data collection dates that were appropriate to the 
research design, and (c) that only the researcher would know who had participated. 
T hI 7 3 Stud 2 T· a e ly a Imes 1&2P artIcIpants recruIted from Primary Care Groups 
PCGIPCT Affected Affected Non-affected Non-affected 
(time 1) (time 2) (time 1) I time 2) 
S R % S R % S R % S R % 
1 9 7 78 7 6 86 1 1 100 1 0 0 
2 5 4 80 4 3 75 - - - - - -
3 5 4 80 4 0 0 - - - - - -
4 20 7 35 7 6 86 - - - - - -
5 10 1 10 1 1 100 - - - - - -
6 14 4 29 4 2 50 9 2 22 2 0 0 
Total 63 27 43 27 18 67 10 3 30 3 0 0 
Key. S: Self-selected, R: Responded. 
Approval to conduct the study was granted by the South West M.R.E.C. and on the 
basis that participation was voluntary. 
The total sample was 242 nurses (620/0 unit non-response). At time 1, there were 49 
groups (i.e., 3-6 nurses; n=191); of these 33 groups (n=125) were assigned to the 
affected group, and 16 groups (n=66) to the non-affected group. The remainder 
(n=51) did not constitute work groups, and were not included in the exploratory 
study. At time 2 (i.e., four months after initial response) there was 51 % unit non-
response in the affected, and 48% in the non-affected groups. 
The affected group at time 1 reported that the change to the Trust, or PCG would 
affectJhad affected them up to 10 weeks in the future, or 6 weeks in the past. At time 
2, they reported that the restructuring, or dis/establishment of the Trust or PCT in 
which they worked had occurred between 1 and 28 weeks in the past. Nurses in this 
group had been affected by at least one of the following events: management 
changes; their unit or part of their unit was relocated to different premises; their work 
group was dispersed. These restructuring events led to reorganization of the work 
environment, and in some instances to re-formed work groups. 
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Participants in the affected group were qualified nurses (82% female) aged 23-62, 
with a mean age of 42.34. The socio-demographic, and professional characteristics of 
the affected and non-affected groups at time 1 are reported in Appendix 7. 1. There 
was no significant difference between the groups in terms of age, ethnicity, marital 
status, number of children at home, numbers in each grade, full-time/part-time 
working, average weekly hours worked, and professional education. Compared with 
the non-affected group, the affected group reported fewer male nurses (l = 4.063, p 
< .044), and more previous experience of restructuring ("I: = 10.176 P < .001). 
7.1.3 Measures 
Instruments were selected, modified, or devised to measure the four parts of the 
Shaw & Barrett-Power model: restructuring initiatives, information & participation, 
coping action, and coping effectiveness. In addition, instruments were selected or 
devised to measure one personality factor, and two group factors. Where possible, 
study 1 instruments were modified to operationalize group level functioning; some 
semantic differential statements were revised to rating scales. The instructions and 
instruments were printed in a booklet (Appendix 7.2). 
The dimensionality of each instrument was analyzed, and reliability coefficients were 
estimated after the first 98 questionnaires had been screened (Appendix 7.3), and 
again when all questionnaires had been screened (Table 7.4; n=125). With regard to 
the main variables, the reliability coefficients were satisfactory, ranging from .61 to 
.92. In each instance dimensionality was analyzed using an obliquely rotated 
solution. Three criteria were used to determine the number of factors: the a priori 
hypothesis that the instrument was unidimensional, the scree test, and the 
interpretability of the factor solution. Where scales or sub-scales with four or more 
items were devised or modified, details of their dimensionality is reported in the text 
on the basis of PC A of the sample (n=125). 
1.1.3.1 Socio-demographic and professional characteristics 
The first section of the questionnaire elicited individual socio-demographic and 
professional details (Appendix 7.2, p384, items 1-15: Questions about your job). 
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7.1.3.2 Restructuring initiatives 
One minor change was made to restructuring initiatives: there were 15 instead of 16 
potential restructuring events. The difference between this list (Appendix 7.2, p385: 
Your work environment) and that used in study 1 (Appendix 5.2, p3l2: Your work 
environment) was the omission of item 16 'Changes to nursing staffbecause less 
qualified nurses have replaced senior nurses have affected patient care', because it 
related to impact of restructuring. The dichotomous responses were coded Yes= 1, 
No=O. Individual responses were added to compute the scale score (min: 0, max: 15). 
A high score represented a high level of restructuring initiatives. 
7.1.3.3 Information & participation 
A 7 -statement information & participation instrument was devised. The instrument 
was used to quantify restriction of information processing, constriction of control, 
and cognitive errors. The main differences between this instrument (Appendix 7.2, 
p385-387~ items 16-22), and that used previously (Appendix 5.2, p3l2-314~ items 
17-30) were that the (a) statements adhered more fully to the three constructs 
described by Shaw & Barrett-Power (1997, pI14-5), (b) items specified potential 
sources of information, and (c) responses to items were made on an II-point rating 
scale (i.e., 1-10, and non-applicable). Between 11 and 16 items quantified each 
statement. Potential sources of information were derived from information acquired 
during study 1. 
Items relating to statements 17,20-22 were reverse scored. Responses relating to the 
team leaders deputy were removed as there were> 15% missing data (i.e., team 
leaders deputy's and others omitted this response). Items relating to each statement 
were added, and then divided by the number of items within the statement (e.g., 
responses to statement 16 (p2) were divided by 15), in order to compute the 
statement score (min: 0, max: 10). 
The dimensionality of the 7 -statement instrument was analyzed; there were two 
factors which accounted for 66%> of the item variance, but the reliability and , 
commonality of the responses to four statements was very low: Statement 17 'The 
extent to which your team believes these sources have withheld negative information 
about the implications of changes at work for your team'; statement 20 'The 
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following people have used set procedures ... for dealing with the future work of your 
team'; statement 21 'The following people put faulty views forward about changes at 
work for your team'; and statement 22 ' .... you believe that the following people 
have changed their decisions about the implications of changes at work form those 
expressed earlier on'. These responses were removed. This resulted in a 3-statement 
scale, which quantified restriction of information processing, and constriction of 
control (i.e., Q16, Q18, & QI9). The dimensionality of the 3 statements was 
analyzed (n-98: Appendix 7.3). The best solution comprised one factor, which 
accounted for 74% of the item variance (Figure 7.1). Cronbach's alpha for this scale 
was .82. Responses to the three statements were added to compute the scale score 
(min: 0, max: 30). A high score represented high information & participation (i.e., 
low construct levels). 
Figure 7.2 Study 2a Time 1 Information & participation: Dimensionality (n=125) 
Component 
1 
Time 1 016 RIP mean subs .840 
Time 1 018 RIP mean subs .896 
Time 1 019 CC mean subs .843 
Extraction Method: Principal Component Analysis. 
7.1.3.4 Coping action 
A 2-statementl6-item coping action instrument was devised. This was used to 
quantify individual coping action, group coping action, union, and organizational 
support. The same union activity (Appendix 7.2, p388; items 25-28), and morale 
boosting (Appendix 7.2, p388; items 29 & 30) semantic differential sub-scales were 
used as in study 1. The main difference between this instrument (Appendix 7.2, 
p387-388; statements 23 & 24) and that used previously (Appendix 5.2, p314-315; 
items 35-39) was that the (a) two statements adhered more specifically to the 
framework of coping types (Latack & Havlovic, 1992), (b) items specified sources of 
individual coping action (statement 23: 13 items) and group coping action (statement 
14 & Q33: 9 items), and (c) responses to items were made on an II-point rating scale 
(i.e., 1-10, and non-applicable). Potential sources of support were derived from the 
literature and during study 1. 
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The operationalization of individual coping action is reported in Appendix 7.4. 
Escape coping was reversed scored (i.e., statement 23, items b, d, f, Ie, m). The 
reliability coefficients of these items, and two others (g, & j) were very low so they 
were excluded i.e., item 23b 'Done my work and ignored the situation'; item 23d 
'Told myself the work situation will be alright'; item 23f'Put work out of my mind 
when at home'; item 23g 'Spent time on a hobby'; item 23j 'Not told anyone how 
distressed I am'; item 23k 'Done other things to keep my mind off work'; and item 
23m 'Smoked or taken tablets to feel better'. Responses to the statement were added, 
and then divided the number of remaining items (i.e., 6) to compute the sub-scale 
score (min: 0, max: 10). A high score represented high individual problem-focused 
coping action. 
The operationalization of group coping action is reported in Appendix 7.5. Escape 
coping was reversed scored (i.e., statement 24, items c, e, question 33). The 
reliability coefficients of these items were very low so they were excluded i.e., item 
24c 'Done other things to keep our minds off work'; item 24e 'Have engaged in non-
work activities at work'; and question 33 'Have used new ways to deal with the 
situation'. Individual responses to the statement were added and then divided by the 
number of remaining items (i.e., 6) to compute the sub-scale score (min: 0, max: 10). 
A high score represented high group problem-focused coping action. 
The dimensionality of the 2 statements, and 6 items was analyzed (n=98: Appendix 
7.3). The best solution comprised 3 factors, which accounted for 740/0 of the variance 
(Figure 7.2): Union Activity, which accounted for 41 % of the variance, Morale 
Boosting, which accounted for 17% of the variance, and Individual and Group 
Problem-Focused Coping Action, which accounted for 16% of the variance. 
Cronbach's alpha for this scale was .78. Responses to the two statements and 6 items 
were added to compute the scale score (min: 0, max: 80). A high score represented 
high coping action. 
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Figure 7.3 Study 2a Time 1 Coping action: Dimensionality (n-125) 
Time 1 Q23 Individual Coping Actions 6 items mean subs 
Time 1 Q24 Group coping actions 6 items mean subs 
Q25UARC 
Q26UARC 
Q27UARC 
Q28UARC 
Q29RC 
Q30RC 
Extraction Method: Principal Component Analysis. 
Rotation Method: Oblimin with Kaiser Normalization. 
7.1.3.5 Coping effectiveness 
Component 
1 2 
7.73E-02 .214 
-4.7E-02 -.145 
.791 -.271 
.858 6.96E-02 
.822 .134 
.790 .204 
-5.SE-04 .882 
6.12E-02 .846 
3 
.780 
.909 
2.83E-02 
1.94E-02 
-4.1 E-02 
2.36E-02 
8.32E-02 
-4.7E-02 
Two new measures were selected, and five study 1 sub-scales were used to measure 
organizational, group, and individual coping effectiveness. These quantified the 
criteria that Shaw & Barrett-Power (1997, pl19-120) specified as categories of short-
and longer-term coping effectiveness in downsizing situations. The same four 
categories of coping effectiveness criteria that were used in study I were adopted. 
With regard to individual coping effectiveness, the first category concerned the 
extent to which an individual's coping actions directly alleviated significant causes 
of stress. This was assessed through a job insecurity sub-scale (Appendix 7.2, p389; 
items 37-39). The dimensionality of the items was analyzed. The pattern matrix 
achieved simple structure when one item (i.e., 38 'Changing from full-time to part-
time working') was added to the 2-item study 1 sub-scale (i.e., n 98: Appendix 7.3; 
n=125: Table 7.4). There was one factor, which accounted for 600/0 of the item 
variance. Cronbach's alpha for this sub-scale was .66. 
The next category concerned the extent to which coping action maintained an 
individual's psychological equilibrium. This was assessed through a job satisfaction 
sub-scale (Appendix 7.2, p389; items 40, 41 & 43). The dimensionality of the items 
was analyzed. The pattern matrix achieved simple structure when one item (i.e., 42 
'My level of involvement in decision making has been unlsatisfactory') was removed 
from the study 1 sub-scale (i.e., n=98: Appendix 7.3; n=125: Table 7.4). There was 
one factor which accounted for 67% of the item variance. Cronbach's alpha for this 
, 
sub-scale was .74. 
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The third category concerned the extent to which coping action enhanced the self-
efficacy of the entity, which at the group level reflected perceptions of group potency. 
The 8-item group potency scale (Guzzo et aI., 1993, p98; Appendix 7.2, p392; item 
35) was chosen because it quantified the extent to which a group believed in its 
effectiveness, and could measure whether group potency was maintained post event. 
The scale had high internal consistency (alpha = .88), good content, and criterion 
validity, but no mean scores were reported (Guzzo et aI., 1993). The dimensionality 
of the items was analyzed (n=98: Appendix 7.3). The best solution comprised one 
factor, which accounted for 600/0 of the item variance (Figure 7.3). Cronbach's alpha 
for this scale was .90. Individual responses on the 5-point Likert scale were added to 
compute the scale score (min: 8, max: 40). A high score represented high group 
potency. 
Figure 7.4 Study 2a Time 1 Group Potency: Dimensionality (n=125) 
Component 
1 
Team has confidence in itself .662 
Team believes it is unusually good at producing high quality work .838 
Team expects to be known as a high performing team .831 
Team feels it can solve any problem it encounters .813 
Team believes it can be very productive .831 
Team can get a lot done when it works hard .683 
No task is too tough for this team .774 
This team expects to have a lot of influence around here .751 
Extraction Method: Principal Component Analysis. 
The fourth category concerned the extent to which coping action minimized negative 
and unintended outcomes (i.e., reduced the likelihood that efficiency gains resulted 
in for example, added work load). This was assessed through the same 4-item 
intention to quit sub-scale used in study 1 (Appendix 7.2, p389-390; items 44-46 & 
48). The dimensionality of the 4 items was analyzed (n-98: Appendix 7.3). The best 
solution accounted for 59% of the item variance (Figure 7.4). Cronbach's alpha for 
this sub-scale was .76. Individual responses were added to compute the scale score 
(min: 0: max: 40). A high score represented a high intention to quit. 
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Figure 7.5 Study 2a Time 1 Intention to quit: Dimensionality (n=125) 
Component 
1 
Finding another job in nursing is something I have thought about 
Finding a job outside nursing is something I have thought about 
Given organizational situation, would have left this job if it were possible 
Will make a genuine effort to find a new job with another employer in the coming year 
Extraction Method: Principal Component Analysis. 
The extent to which negative outcomes were minimized in terms of group coping 
effectiveness, was assessed through a measure of group stress. An 8-item sub-scale 
was derived from the Group Dynamics under Stress scale (Amos & Millward, 1997; 
Appendix 7.2, p390: items 5, 6, 11, 13, 16-18,20). These items quantified important 
aspects of group stress such as the need/or structure (e.g., Hackman, Brousseau, & 
Weiss, 1976; Worchel & Shackelford, 1991, cited in Millward & Amos, 1997), and 
withdrawal (e.g., Gouldner, 1954; Hermann, 1963, cited in Millward & Amos, 
1997). The group stress sub-scale had satisfactory internal consistency (alpha range 
.51 to .77), good content validity, and consistently lower mean scores in low 
scenarios, than in higher scenarios (Appendix 7.6). The reliability coefficients of two 
items were very low so they were excluded i.e., 16 'More heavily dependent on the 
direction of the leader'; and 20 'More likely to engage in social chit-chat'. 
The dimensionality of the 6 items was analyzed (n=98: Appendix 7.3). The best 
solution accounted for 600/0 of the variance (Figure 7.5). There were two factors: 
Withdrawal (i.e., items 5, 11, 13 & 18), which accounted for 39% of the item 
variance, and Need for Structure (i.e., items 6, & 17), which accounted for 200/0 of 
the item variance. Cronbach's alpha for this sub-scale was .60. Individual responses 
on the 5-point Likert scale were added to compute the sub-scale score (min: 6, max: 
30). A high score represented high group stress. 
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.706 
.747 
.831 
.773 
Figure 7.6 Study 2a Time 1 Group stress: Dimensionality (n=125) 
Less receptive to suggestions of experienced members 
More likely to work together in a strained silence 
Feel a sense of withdrawal and despair 
Need to do something to take control of situation 
More tense and anxious about what needs to be done 
More heavily reliant on rules, roles and procedures 
Extraction Method: Principal Component Analysis. 
Rotation Method: Oblimin with Kaiser Normalization. 
Component 
1 2 
.665 -8.3E-02 
.832 -.157 
.608 .213 
.254 .616 
.539 .498 
-.266 .831 
The extent to which negative outcomes were minimized in terms of organizational 
coping effectiveness was assessed through absenteeism, and impact of restructuring. 
One item (i.e., 51) was added to the absenteeism sub-scale that was used in study 1 
(Appendix 7.2, p390; items 49-51), in order that responses to item 49 did not include 
annual leave as occurred previously. The response to the second item was subtracted 
from the first to compute the sub-scale score, which represented the number of days 
absent from work. 
The same 4-item impact of restructuring sub-scale was used as in study 1 (Appendix 
7.2, p388-389; items 31-32, 34-35). The dimensionality of the 4 items was analyzed 
(n=98: Appendix 7.3). The best solution accounted for 620/0 of the item variance 
(Figure 7.6). Cronbach's alpha for this sub-scale was .80. Individual responses were 
added to compute the scale score (min: 0; max: 40). A high score represented a high 
impact of restructuring. 
Figure 7.7 Study 2a Time 1 Impact of restructuring: Dimensionality (n=125) 
Component 
1 -
Q31RC .759 
Q32RC .786 
Q34RC .792 
Q35RC .824 
Extraction Method: Principal Component Analysis. 
7.1.3.6 Personal and group characteristics 
One personal characteristic (i.e., neuroticism), and two group characteristics (i.e., 
leadership reliance, and cohesiveness) were assessed. 
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Neuroticism was chosen as a personal characteristic, because it has been found to 
operate in various ways in stress research (Moyle, 1995). Furthermore, in study 1, it 
had a direct effect on coping action. The same neuroticism scale was used as in study 
1: EPQ-R Short Scale (Eysenck & Eysenck, 1993; Appendix 7.2, p384: Section 2 
Yourself). The dimensionality of the 12 items was analyzed (n 98: Appendix 7.3). 
There were 4 factors, which accounted for 60% of the item variance. Cronbach's 
alpha for the scale was .76 (Table 7.4). Individual responses were added to compute 
the scale score (min: 0, max: 12). A high score represented high neuroticism. 
The extent to which cohesiveness influenced primary and secondary appraisal was 
assessed through a 12-item sub-scale derived from the Group Dynamics under Stress 
scale (Amos & Millward, 1997; Appendix 7.2, p390: items 1-4,7-10, 12, 14-15, 19). 
These items quantified one aspect of the group process under stress i.e., external 
threat increases groups' cohesiveness (Staw et aI., 1981, p508). The cohesion sub-
scale had good internal consistency (alpha range .82 to .93), good content validity, 
and consistently lower mean scores in low scenarios, than in higher scenarios 
(Appendix 7.6). 
The dimensionality of the 12 items was analyzed (n=98: Appendix 7.3). The best 
solution accounted for 63% of the variance. There were two factors: Cohesiveness 
(items 4, 7-10, 12, 14-15, 19), which accounted for 54% of the item variance, and 
Personal Group Experience (items 1-3), which accounted for 90/0 of the item variance 
(Figure 7.7). Cronbach's alpha for the sub-scale was .92. Individual responses on the 
5-point Likert scale were added to compute the sub-scale score (min: 12, max: 60). A 
high score represented high group cohesiveness. 
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Figure 7.8 Study 2a Time 1 Group cohesiveness: Dimensionality (n=125) 
More likely to use humour 
More likely to draw on members experience 
More focused on getting the job done 
More cohesive as a team 
Feel strongly connected to each other 
More heavily synchronised in the way the team works 
Much more strongly identified with each others goals 
More inclined to discuss what needs to be done 
More likely to rely on a sense of team trust 
More likely to develop a sense of unity and oneness 
Developed a shared sense of what has to be done and by whom 
More likely to operate with a sense of team motivation and spirit 
Extraction Method: Principal Component Analysis. 
Rotation Method: Oblimin with Kaiser Normalization. 
Comoonent 
1 2 
-.124 
.933 
.226 .697 
.336 
.487 
.649 
.212 
.802 
-3.8E-02 
.843 8.97E-03 
.825 2.83E-02 
.695 8.99E-02 
.735 
-6.4E-02 
.809 
-8.8E-03 
.895 
-.118 
.676 9.38E-02 
A 3-item leadership reliance sub-scale was devised (Appendix 7.2, p391; items 29, 
31, & 33). This was used to quantify the extent to which participants' relied on their 
actual leader. It was based on the three functions of effective leadership: image 
management, relationship development, and resource utilization (Chemers, 1997). 
The dimensionality of the 3 items was analyzed (n=98: Appendix 7.3; n=125: Table 
7.4). There was one factor, which accounted for 63% of the item variance. 
Cronbach's alpha for the sub-scale was .70. Individual dichotomous responses 
(No=O, Yes=l) were added to compute the sub-scale score (min: 0, max: 3). A high 
score represented high leadership reliance. 
Table 7.4 Study 2a Time 1 Mfected Group: Principal Components Analysis, and 
R r bT C ffi' ( 125) e la 1lty oe IClents n= 
Scale or sub- Items Mean Scale Score Commonalities PCA Variance Relia-
scale bility 
N Min Max Min Max Eigen % a 
Restructuring 15 3.34 0 9.00 
- - - - .61 
initiatives 
Neuroticism 12 3.20 0 11.00 .307 .752 4 59.75 .76 
Information & 3 8.19 0.93 19.84 .705 .803 1 73.96 .82 
participation 
Coping action 8 25.82 0 60.67 .605 .806 3 74.22 .78 
Job insecurity 3 9.95 0 25.00 .483 .737 1 60.07 .66 
Job satisfaction 3 17.73 0 30.00 .509 .758 1 66.61 .74 
Potency 8 28.93 12.00 40.00 .439 .702 1 60.19 .90 
Intention to quit 4 20.66 0 40.00 .498 .691 1 58.64 .76 
Group stress 6 15.39 6.00 25.00 .408 .757 2 59.57 .66 
Absenteeism 2 0.15 -1.00 6.00 - - - - .78 
Impact of 4 20.55 0 40.00 .576 .679 1 62.49 .80 
restructuring 
Cohesiveness 12 4324 13.00 60.00 .496 .767 2 63.01 92 
Leadership 3 2.37 0 3.00 .617 .645 1 6275 .70 
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7.1.4 Procedure 
At prearranged times the researcher met informally with the work group managers 
who had agreed to participate in the study. She explained (a) the reasons for the 
study, (b) its aims, (c) anticipated outcomes, (d) the nature of their groups potential 
participatio~ and (e) gave each manager an information sheet (Appendix 7.7), 
consent form (Appendix 5.10), and questionnaire for each nurse who had agreed to 
participate in the study. The researcher asked that participants signed the consent 
form, completed the questionnaire in their own time, and returned both to her as soon 
as possible, in the Freepost envelope provided. The return of questionnaires was 
monitored. Written reminders were sent after two, and four weeks, to the work group 
managers if at least four members had not returned their completed questionnaire. 
7.1.5 Data analysis methods 
The data were screened for missing data, outliers, and normal distribution. Data 
missing from the source were randomly distributed. Normality was accepted when 
skew and kurtosis were between -1/+ 1. Because there were <5% missing values on 
most items and sub-scales (Appendix 7.8) missing values were imputed with: the 
mean for continuous variables with a normal distribution, and the mode for 
categorical variables (Harrell, 2001, p49). Means, standard deviations, and normality 
• 
of each instrument, or sub-scale, were calculated for the affected group at time 1 
(Appendix 7.9a). Post hoc power analyses were conducted (Appendix 7.10), and are 
reported later (7.4). 
There was a 53% response rate at time 2. Because the researcher had planned to use 
time 2 data, they were assessed to determine whether it would be possible to impute 
missing values for non-response. The multiple imputation rationale and procedure 
described above was used (5.3.5.1). There was no significant difference between 
those who responded and those who did not respond at time 2, so no variables were 
controlled when fitting the models. The -2 log likelihood was decreased from 
257.780 to 242.249 when 4 out of 26 variables were included (Appendix 7.11). The 
number of participants correctly predicted as responding at time 2 in the final block 
was 65.3%, representing a total of 62.8%. The unstandardized predicted values were 
obtained from the best linear regression model for each variable (Appendix 7.12). 
The means, standard deviations, and normality of each instrument were compared 
before/after imputation (Appendix 7.13). Finally the means, standard deviations, and 
normality of each instrument, or sub-scale, were calculated for the affected group at 
time 2 (Appendix 7. 14a), and test-retest correlation coefficients were conducted to 
measure the reliability of the instruments on the non-affected group (Appendix 7.15). 
The inter-correlations were explored between the variables in the model (Table 7.5) 
on the affected group. A one-way MANOV A was conducted to assess differences 
between the affected and non-affected group means (Table 7.6). Finally, 
relationships between the variables that had linear relationships were explored in the 
affected group, as specified in Shaw & Barrett-Power, and working models to obtain 
Pearson product moment correlation coefficients (Table 7.7). Job insecurity and 
potency were included because they were only minimally outside the accepted range 
of normality, but absenteeism and leadership reliance were excluded (Appendix 7.9a 
& 7. 14a). 
7.1.6 Study 2a Results 
7.1.6.1 Results of exploratory inter-correlations 
The results of the inter-correlations between all the variables are found in Table 7.5. 
At time 1 (Table 7.5: bottom half) there was a relationship between restructuring 
initiatives, and information & participation, and coping action, and one coping 
effectiveness variable: job insecurity. 
There was a relationship between information & participation, and coping action, and 
two coping effectiveness variables: job satisfaction, and impact of restructuring. In 
addition there was a relationship between information & participation, and 
cohesi veness. 
There was a relationship between coping action, and job satisfaction, and impact of 
restructuring. There were relationships between many of the coping effectiveness 
variables at the .01 level. In addition, there were significant relationships between 
cohesiveness and group potency (i.e., positive), and between group potency, and 
group stress (i.e., negative), and job satisfaction (i.e., positive), and intention to quit 
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(i.e., negative). Moreover, there were significant relationships between group stress, 
and job satisfaction (i.e., negative), and intention to quit (i.e., positive), and between 
job satisfaction and impact of restructuring (i.e., positive). 
At time 2 (Table 7.5: top half) there was a relationship between restructuring 
initiatives, and information & participation, and coping action, and one coping 
effectiveness variable: job insecurity. 
There was no relationship between information & participation, and coping action. 
However, there was a relationship between information & participation, and four 
coping effectiveness variables: job insecurity, job satisfaction, intention to quit and 
impact of restructuring. There was no relationship between information & 
participation, and cohesiveness. 
There was a relationship between coping action, and job insecurity, and impact of 
restructuring. Again, there were relationships between many coping effectiveness 
variables at the .01 level. In addition, there were significant relationships between 
cohesiveness and group potency (i.e., positive). However, there were no significant 
relationships between group potency, and group stress, and job satisfaction, and 
intention to quit. There were significant relationships between group stress, and job 
satisfaction (i.e., positive), and intention to quit (i.e., positive), and between job 
satisfaction and impact of restructuring (i.e., positive). 
7.1.6.2 Affected and Non-affected group means 
A one-way MANOVA was conducted to determine the effect ofa restructuring event 
on each of the variables (Table 7.6). The F test for Box's test was not significant, 
Box's M: 65.830, F (66, 58837.68) = .927, P = NS, indicating that there were no 
differences in the variances and covariances among the dependent variables in the 
two groups. No significant difference was found between the two groups, Wilks' 6. = 
.965, F (11, 179) = .589, P = NS~ 112 = .035. The multivariate 112 indicated that only 
40/0 of the multivariate variance for the dependent variables was associated with the 
group factor. Tests of between-subjects differences revealed no significant difference 
between the groups on any dependent variable. 
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- -- - -- -- - ----
-
- ------L' -- --------- ~'~~YL ~ -----~-- ~A~_~. ~A~_& _~&A_~_~A~AA~ 'l. AA --- J 
N RI I&P CA lIN lS POT ITQ GS IR COH 
N 
- .121 .099 -.078 -.102 .154 -.198* .322** .284** .298** -.262** 
RI .081 
- .357** .398** .176* -.018 -.087 .087 -.058 .035 -.092 
I&P .036 .213* 
- .152 .367** -.200* .031 .176* .015 -.216* -.020 
CA -.001 .377** .513** - .276** .064 -.106 .056 -.028 .200* -.098 
JIN .198* .197* .079 .057 - -.131 .064 -.035 -.180* -.172 .115 
JS -.196* .052 .271 ** .333** -.207* - -.155 .365** .563** .568** -.387** 
POT -.048 -.045 .095 -.111 -.143 .263** - -.165 -.107 -.309** .500** 
ITQ .265** .162 -.088 -.017 .379** -.352** -.266** - .465** .361 ** -.484** 
GS .279** .073 -.076 -.046 .201 * -.347** -.352** .341 ** 
-
.431** -.528** 
IR -.031 .169 .309** .516** -.048 .425** .164 -.226* -.114 - -.406** 
COH . -.Q79 -.006 .296** .128 -.185* .422** .500** -.246** -.472** .206* -
-~~ 
-
Key. N: Neuroticism; RI: Restructuring initiatives; I&P: Information & participation; CA: Coping action; JIN: Job insecurity; 
JS: Job satisfaction; POT: Potency; ITQ: Intention to quit; GS: Group stress; IR: Impact of restructuring; COR: Cohesiveness. 
* Correlation is significant at 0.05 level (2-tailed); ** Correlation is significant at 0.01 level (2-tailed). 
Table 7.6 Study 2a T' 1 Affected & N ffected groups: G 
N RI I&P CA JIN JS POT ITQ GS IR COH 
Affected group (n=125) 
Mean 3.20 3.34 8.19 25.82 9.95 17.73 28.93 20.66 15.39 20.55 43.24 
SO 2.60 2.35 4.15 13.96 7.22 6.65 6.28 9.65 4.25 8.04 9.14 
Non-affected group (n=66) 
Mean 3.06 3.50 8.59 26.69 10.52 17.18 30.12 2l.00 15.06 19.75 45.47 
SO 2.53 2.49 4.39 13.33 7.57 5.70 6.17 10.98 4.09 7.90 8.83 
Key. N: Neuroticism; RI: Restructuring initiatives; I&P: Information & participation; CA: Coping action; JIN: Job insecurity; 
JS: Job satisfaction; POT: Potency; ITQ: Intention to quit; GS: Group stress; IR: Impact of restructuring; COR: Cohesiveness. 
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Table 7.7 Study 2a.Times 1 & 2 Affected Group: Inter-correlations b tw . . 
weeks, and the vanables (n=125) e een tune In 
Variables Time 1 Time 2 
(10 weeks pre, to (1 to 28 weeks 
6 weeks post event) post event) 
Restructuring initiatives -.08 -.17 
Information & participation -.05 -.14 
Coping action .11 -.18 
Job insecurity -.11 -.01 
Job satisfaction .11 -.19* 
Potency .13 .27** 
Intention to quit -.19* -.25** 
Group stress -.04 -.21 * 
Impact of restructuring .21 * -.26** 
Cohesiveness -.06 -.19* 
* 
Key. p <.05 level (2-tatled), ** p <.01 level (2-tatled); ltalIcs: variables not linearly related 
7.1.6.3 Time 1 results 
There was a positive relationship between time and impact of restructuring (r = .21 p 
< .01), and a negative relationship between time and intention to quit (r = -.19, P < 
.05) (Table 7.7). 
7.1.6.4 Time 2 results 
There was a positive relationship between time and potency (r= .27, p< .01), and 
negative relationships between time, and job satisfaction (r = -.19, P < .05), intention 
to quit (r = - .25, P < .01), group stress (r = -.21, P < .05), impact of restructuring (r = 
-.26, P < .01), and cohesiveness (r = -.19, P < .05) (Table 7.7). 
7.1.6.5 Discussion 
The inter-correlations provide evidence of significant relationships between the four 
components of the Shaw & Barrett-Power model (1997), and the group factors as 
proposed in Figure 7.1. Although there are significant inter-correlations between 
cohesiveness and group potency, and between group potency, and group stress, job 
satisfaction, and intention to quit in the way proposed at time 1, these are not found 
at time 2. There is no significant difference between the affected and non-atTected 
group means overall, or on any separate variable. The inter-correlations benveen time 
and the variables confirm some relationships in the Shaw & Barrett-Power model, 
and the researchers assumptions. Specifically, an imminent event is associated with 
higher intention to quit, and lower impact of restructuring, whereas follo\\ing an 
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event potency is lower, intention to quit, group stress, and cohesiveness are higher, 
but contrary to assumptions job satisfaction and impact of restructuring are higher. 
The methodological reasons that account for these results include lack of clear 
differentiation between pre and post event data. However, the timescales are shorter 
than study 1, so more likely to be reliable perceptions during an event. Although the 
MANOVA significance level is reduced to .01, correlational significance levels are 
not corrected to minimize the chance of making a Type 1 error. In this instance, 
using the Bonferroni approach (Green et a12000, p238), where .05 is divided by the 
number of correlations, the correlation coefficient would not be significant unless the 
p value is .005 (Table 7.7). None is significant at this level. 
Theoretically, these exploratory results relate to the psychological stress process 
(Lazarus & Folkman, 1984), as developed by Shaw & Barrett-Power (1997), and 
perceptions of threat on group functioning (Sherif et al., 1953; Mullins, 1993; Guzzo 
et aI., 1993). Specifically, at times 1 & 2 low restructuring initiatives is positively 
associated with information & participation, and coping action. Thus there is no 
evidence that this level of restructuring has negative cognitive and motivational 
manifestations i.e., threat rigidity syndrome (Staw et aI., 1981) in either inter-
correlational analysis. Moreover, there is no relationship between time, and 
restructuring initiatives, and information & participation, and coping action, and 
inconsistencies regarding coping effectiveness. 
There is a positive relationship between information & participation and coping 
action at time 1, but not at time 2, and some evidence that coping action is associated 
with coping effectiveness as Shaw & Barrett-Power propose. 
Regarding group functioning, these exploratory results are consistent with the 
literature. Specifically, the positive relationship between cohesiveness and group 
potency indicates cohesiveness is a significant factor in the satisfactory functioning 
of the group insofar as group members work together to achieve group goals 
(Mullins, 1993). Moreover, relationships between group potency, and group stress, 
job satisfaction, and intention to quit at time 1 indicate that group potency is a 
significant factor in coping effectiveness (Guzzo et aI., 1993), although this is not 
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convincing at time 2. However, the relationship between restructuring initiatives and 
cohesiveness is not significant. A positive relationship would be expected with 
perceptions of group threat (Sherif et ai., 1953), however in view of the low level of 
stressors a non-significant relationship is not surprising. 
7.1.7 Conclusion 
The correlational analyses explore the relationships proposed by Shaw & Barrett-
Power (1997), in order to answer the first research question: Do NBS restructuring 
events affect nurses level of stress, and directly influence intentions to leave, or 
indirectly influence intentions to leave through aspects of job satisfaction? 
Furthermore, they assess the psychological mechanisms that might operate in groups 
of nurses during a restructuring event. The inter-correlations and group means 
provide evidence that indicates relationships between the Shaw & Barrett-Power 
model components, and the group factors are not associated with perceptions of 
threat. Moreover, there is no difference between the affected and non-affected 
groups in terms of restructuring initiatives. In effect, NHS Trust mergers, and the 
transition from PCG to PCT (2000-2001) are not perceived as significantly different 
from background organizational change. Furthermore, the restructuring initiatives -
information & participation relationship is contrary to that proposed by Shaw & 
Barrett-Power, however, paradoxically this provides support for the model insofar as 
limited restructuring is unlikely to be associated with perceptions of threat, and thus 
unlikely to manifest in threat rigidity syndrome (Staw et al., 1981). 
Thus, on the basis of these results the researcher believed it was inappropriate to 
reanalyze the data to ascertain whether restructuring events cause lower information 
& participation, lower coping action, and lower coping effectiveness, especially 
higher group stress, lower job satisfaction, and higher intentions to leave among 
NHS nurses. Specifically, because there was no significant difference between the 
affected and non-affected groups vis-a.-vis restructuring initiatives, any differences 
between the groups could not be attributed to restructuring events. However, it was 
possible to observe various levels of 'success' in dealing with a restructuring event, 
and the extent to which groups' reported that these were attributed to differences in 
the match between their ideal and actual leaders leadership qualities. It was argued 
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that nurses' who reported their group would be more likely to be successful in 
dealing with a restructuring event, were more likely to be report job satisfaction, and 
lower intentions to leave than those who did not. In addition, it was possible to 
investigate the extent to which the group level, rather than other levels in the 
organizational hierarchy accounted for differences in the variance of the dependent 
variables. These are the focus of the second part of this study. 
7.2 Study 2b: Hypothesis tests 
The second part of this chapter provides details of the design and methods used to 
answer two research questions, and associated hypotheses. Specifically, it justifies 
the use of a quasi-experimental design, provides details of participants (i.e., total 
sample: affected and non-affected nurses), measures, and proposed methods of data 
analysis. The chapter concludes with a discussion of the issues that posed a threat to 
the integrity of the study and the ameliorating actions taken by the researcher. 
7.2.1 Research design 
A quasi-experimental design was chosen to answer the second research question: Is 
there a difference between successful, and non-successful groups in their mean rank 
ordering of ideal, and actual leadership qualities? The investigation was designed to 
use individuals' perceptions of group success in dealing with a restructuring event as 
the independent variable, and differences in the rank ordering of leadership qualities 
as the dependent variable. 
Underlying this research question is the assumption that successful groups are 
governed by the match principle i.e., a compelling leader is projected when their 
actions match commonly held templates of how effective leaders should appear; 
meaningful relationships are built when their behaviours match followers needs and 
expectations; and resources are deployed effectively when their strategies match the 
demands of the organizational environment (Chemers, 1997). In contrast, less 
successful groups are likely to report less of a match between perceptions of 
prototypical and actual leadership qualities. Consistent with the cognitive theory of 
stress (Lazarus & Folkman, 1984) the research question is based on the belief that 
individuals are likely to appraise events in terms of harm, threat, or challenge. Thus it 
is assumed that perceptions of harm or threat are more likely to 'go together with' 
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perceptions that the actual leader is significantly different from the prototypical 
leader. In contrast, perceptions of challenge are more likely to be associated with a 
match between the group members' prototypical and actual leaders qualities. 
Furthermore, there is evidence that during organizational change transformational 
leadership is not only more appropriate (Bass, 1990b), but also helps to deal with 
crises (Bass, 1996). It is assumed therefore that group members who perceive an 
event as a challenge are more likely to report transformational leadership qualities in 
their actual leader. Moreover, it is assumed that they will report job satisfaction, and 
lower intentions to leave than those who perceive it as a threat. Thus it was 
hypothesized that: There will be a significant difference between ideal and actual 
leadership qualities for 'non-successful' groups. 
With regard to the third research question: Does the group level, as well as the 
individual level account for differences in the variance of the dependent variables, 
rather than other hierarchical levels? It was hypothesized that: There will be a 
significant difference in the variance of each dependent variable at the group and 
individual levels, but not at the TrustIPCT, or region levels. 
7.2.2 Participants 
Participants were the same as those in study 2a for both analyses i.e., 49 groups (3-6 
nurses; n=191), of which 33 groups were affected (n=125), and 16 groups had not 
been directly affected by a restructuring event (n-66). Socio-demographic and 
professional characteristics of each group are reported in Appendix 7.1. 
The 'success' scores were split at the median; individuals who reported that their 
group would be 'more' successful were allocated to the successful group (n=77), and 
those who reported that their group would be 'less' successful were allocated to the 
non-successful group (n= 114). 
7.2.3 Measures 
Two measures were used to investigate the second research question, and associated 
hypothesis. 
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7.2.3.1 Perceptions of challenge/threat 
Participants were asked to identify the nature of the event they were facing, and to 
rate the extent to which their group would be successful in meeting this challenge! 
threat (Appendix 7.2. p384 [front pageD. Responses were made on an 11 point scale: 
1 (completely successful) to 10 (absolute failure); 0 = no event. Responses were 
reverse scored, so a high score represented success (min: 0; max: 10). 
7.2.3.2 Leadership qualities 
A 19-item leadership qualities instrument (Appendix 7.2, p393; item 26) was derived 
from, and rank ordered by Kouzes & Posner (1987). It quantified differences 
between nurses' perceptions of the ideal, and their actual leader in the current 
situation. 
7.2.4 Procedure 
This is described above (7.1.4). 
7.2.5 Quantitative data analysis 
With regard to the first hypothesis to be tested, there were 21 missing values (11%) 
relating to the question 'How successful do you believe that your team will be in 
meeting this challenge/threat?' These were imputed using the mean for the affected 
group (6.41), and zero for the non-affected participants (n=17; 9%). The allocation of 
participants to the two groups: successful, and non-successful was made on the basis 
of the median (i.e., 7.00) to the question above i.e., the successful group represented 
those with a score of >7, and the non-successful group had scores of <7. 
Missing values pertaining to the leadership qualities were not imputed. For ideal 
leadership qualities they ranged from 37-38 (i.e., 15-16%), and for actual leadership 
qualities they ranged from 58-61 (i.e., 24-25%). To assess the relationship between 
ideal, and actual leadership qualities mean ranks were created. MANOV As were 
conducted to assess differences between the two ranks. Paired samples t-tests were 
conducted to assess mean differences between ideal and actual qualities. 
Discriminant analysis assessed whether the most significant predictors predicted 
group membership during a restructuring event. 
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To assess the extent to which there was significant group, and individual level 
variance the data were screened, missing data treatecL and time 2 non-responses 
imputed as described above (7.1.5). The data were then treated to the multilevel 
modeling technique, which is described (6.3.1). 
7.3 Real world research issues 
There were a number of issues that posed a threat to the integrity of this study, both 
during the planning and the execution stages: validity, reliability, operationalization, 
and the researcher's relationship with participants. Moreover, it was necessary to 
reformulate the hypotheses. 
During the planning stage the researcher attempted to address potential threats to 
internal validity (Cook & Campbell, 1979, cited in Johnson & Duberley, 2000, p49). 
She wanted to select two equal and representative groups of nurses (i.e., affected, and 
non-affected by a restructuring event), from a variety of clinical settings. However 
when the data were analyzed, no significant difference was found between the two 
groups in terms of restructuring initiatives. 
Data collection from the affected group was planned for one to two months prior to, 
and three to four months post the event. Because of recruiting difficulties, the 
sample at time 1 represented nurses at different stages of the restructuring process, 
i.e., from ten weeks before, up to six weeks after an event. However it had the 
advantage that time 2 responses were from the same participants, and there were 
work groups from each of the clinical specialties. Despite efforts to increase the 
number of responses, there was however quite a high mortality at time 2. 
Little attempt was made to recruit participants with the same manager, for the two 
groups. Not only had this been unsuccessful in the first study, but also it was not the 
aim of this study to assess differences within Trusts or PCTs. 
Unfortunately as in the first study the researcher had little influence over other 
aspects of recruitment. Despite considerable effort to encourage NBS TrustlPCGs, 
Directors of Nursing, and work group managers to participate, there was limited 
control over who participated. IndeecL the researcher decided on the basis of 
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experiences during study 1 that she would have less face-to-face contract with 
individual participants. The result was limited participation: 40% of Trusts, and 14% 
ofPCGs that were approached, generally one clinical specialty within these Trusts, 
and self-selected participants within the work groups. However the researcher did 
speak with each work group manager, and each participant received the same 
information sheet. Another positive factor: the sample was derived from different 
parts of England, hospital and community settings, and the three clinical specialties 
i.e., general, mental health, and learning disability. In general, the sample was typical 
in terms of UK nurses' socio-demographic and professional characteristics, except 
that the affected group had fewer males, and more previous experience of 
restructuring. In view of the latter, this group may have been more disaffected, than 
the non-affected group. 
Naturally the researcher had little influence over what happened to the groups 
between data collection times. Although affected and non-affected participants 
generally came from different TrustslPCTs there was still the possibility that non-
affected groups could also have been affected by the restructuring event, e.g., nurses 
temporarily loaned to affected wards, other groups. This experience may have 
affected their time 2 responses in various ways. In addition, although data collection 
times were reduced to four months apart, there still remained the potential for other 
factors (i.e., positive and negative) to influence time 2 responses. Both factors had 
the potential for a Type 11 error. 
While planning the study attempts were made to address four potential threats to 
external validity (Johnson & Duberley, 2000, p5I). Attempts were made to avoid a 
selection effect (i.e., the findings being specific to a particular group of nurses). This 
informed the decision to approach all the Chief Executives of Trusts, Health 
Authorities, and PCGs that were affected by a restructuring event on 1 st April 2001, 
rather than one or two. The range of settings and specialties enhanced external 
validity, and but low numbers within many Trusts/ peTs could have been a source of 
Type 11 errors, but evaluating differences between them were made possible by 
using the multilevel modeling technique. 
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No attempt was made to avoid a setting effect, (i.e., findings were specific to, and 
dependent on a particular context). The study was planned to assess the effects of 
NHS restructuring in hospital and community settings, but since these entailed 
various features, this enhanced the external validity of the study. However, because 
the study deliberately took place at a specific, and unique time: 1 st April 2001, it was 
less able to avoid a history effect. Nevertheless, similar events are likely to occur in 
the future, and the findings from this study could be relevant to them, although they 
may be less novel. Finally, a construct effect could not be avoided (i.e., the concepts 
in the Shaw & Barrett-Power model were general, but had to elaborated so that they 
were specific to nurses). This limited the extent to which the findings could be 
generalized to other groups. However, because the concepts had not been tested 
previously, limiting the study to one occupational group was considered a good 
decision. 
While planning the study attempts were made to ensure that the measures were 
reliable, that potential errors and biases were addressed (Black, 1999, Part 2: 
Measurement Design). Instruments selected, modified, or devised were believed to 
be objective (i.e., items were unlikely to be perceived as having different meanings) 
in order to minimize participants' errors and biases. Types of responses were varied, 
and the position of the positive pole in semantic differential statements was 
alternated. 
Attempted were also made to minimize potential errors and biases by the way the 
questionnaires were designed, administered, and analyzed. The questionnaire was 
designed in booklet form; it anticipated that this would result in it being completed 
page by page in sequence. However, as in the first study, there was no control over 
this, and therefore over the temporal succession of information processing (Schwarz 
et aI., 1995). Thus looking at items at the end of the questionnaire may have 
influenced answers to those at the beginning. However, the questionnaire was shorter 
than that used in study 1, and it was anticipated that this would increase response 
reliability, and time 2 response. Unfortunately due to a typographical error one 
leadership quality was omitted from the list of 20. This not only caused some 
confusion to participants, but also meant that assessment of the similarities/ 
differences between the authors' ranking and that made by nurses in this study was 
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not possible. Where participants' ranked a quality as 20, the researcher re-ranked the 
qualities from 1-19. 
The plan was to give participants the questionnaire after the researcher had talked 
with the work group manager about the study, and s/he had also had time to read the 
information sheet. Although questionnaires were not administered during holiday 
periods, there was no control however over when or where they were completed, or 
what additional information participants were given. These compromises may have 
adversely affected the reliability of the study. However, the data were analyzed using 
the planned statistical strategies, which were believed to be reliable methods. 
The planning stage involved operationalizing the concepts in the Shaw & Barrett-
Power model, so that they represented reliable and valid indicators for nurses in the 
context of the study. As with study 1, a logical, and a/actor-analytic approach 
(Black, 1999, p299) was adopted to the construct validity of the instruments that 
were modified, devised, or the same as study 1. The former involved ensuring that 
there was a logical consistency between the definition of the concept within the 
model, its construct elaboration, and the resulting instrument. Two strategies were 
adopted to enhance construct validity. Imagery was used to evolve items from the 
descriptions of constructs given by Shaw & Barrett-Power (1997), and to modify 
those formulated by Greenglass & Burke (1997). Wording items so as to minimize 
faking, the tendency towards social desirability, bias, and misinterpretation enhanced 
the approach. 
Unfortunately modi_fications to information & participation, and coping action were 
not satisfactory; reverse scored items had low reliability and/or commonality so had 
to be omitted. This reduced the constructs that were evaluated. 
The factor-analytic approach was used to justify the instruments validity. Items were 
factor analyzed at after the administration of 98 questionnaires, and those with low 
communality were removed. This was very important, as a pilot study could not be 
conducted due to time constraints. 
The reliability of the instruments was evaluated by post hoc power analyses (7.10), 
and test-retest measures on the non-affected group (Appendix 7.15). Although many 
236 
sub-scales had >80% power, 4 out of 11 scales used in Study 2a had < 80% power 
(i.e., neuroticism, restructuring initiatives, intention to quit, and group stress), when 
estimates were based on differences between affected and non-affected group mean 
scores. Test-retest results indicated that the instruments were generally reliable, with 
the exception of coping action, job insecurity, and impact of restructuring. Coping 
action not only increased for the affected group, but also for the non-affected group, 
as did job insecurity, but unlike study 1, impact of restructuring declined for the non-
affected group. 
The study had been planned to replicate study 1, but at the group level, i.e., to test 
similar hypotheses. This was not possible for two reasons. Firstly, there was no 
significant difference between the affected and non-affected groups on restructuring 
initiatives, so any further analysis in a similar vein to study 1 would have been 
inappropriate. Secondly, it was planned to test the efficacy of the Shaw & Barrett-
Power, and working models using structural equation modeling. This was also not 
possible, because there were an insufficient number of groups to conduct such 
analysis. Despite this, it was possible to assess an aspect of group functioning, and to 
assess the extent to which there was a significant difference in the variance on the 
group level variables. This was important, not only because group level analysis has 
until very recently not been undertaken, but also because it confirmed the extent to 
which the operationalization of constructs in this study had been achieved at the 
group level. 
During the planning and execution stages of the study, the researcher was aware that 
her relationship with participants was another potential threat to the integrity of the 
study. The decision to communicate with work group managers, rather than potential 
participants was not satisfactory in terms of recruitment. It placed considerable 
responsibility on them to recruit a group, which in the event many were unable to do. 
Thus the lower limit in terms of what constituted a group was reduced from four to 
three, but this was considered acceptable. 
7.4 Overview of the Chapter 
The focus of the chapter is a description of the designs, and methodology adopted in 
the second study, and the preliminary results. An exploratory study using a 
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correlational design fails to justify further analysis of the data vis-a.-vis testing for 
causal relationships. Although there is evidence of significant inter-correlations 
between the group level variables, and the group factors, affected and non-affected 
group means are non-significant. Moreover, there is no evidence of the relationships 
proposed by the Shaw & Barrett-Power, and working models during downsizing. The 
data indicate that the level of stressors is unlikely to be perceived as a threat, and thus 
the proposed psychological processes and behavioural consequences are not 
manifested. 
The second part of the chapter describes the quasi-experimental, design and 
methodology adopted to answer the second research question. The methodology 
pertaining to the final research question is described in the previous chapter (6.3.1). 
The chapter concludes with an account of the issues that posed a threat to the 
integrity of the study, and the ameliorating actions taken by the researcher. 
The following chapter provides the results of the hypothesis tests, and a discussion of 
these in relation to the background theory, focal theory i.e., the cognitive theory of 
stress (Lazarus & Folkman, 1984), and the Shaw & Barrett-Power model (1997). 
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Chapter 8 Study 2b Results 
This chapter provides the answers to the second and third group level research 
questions, and the results of the associated hypothesis tests. 
The second research question was concerned with leadership qualities i.e., attitudes 
and behaviours, and stated: Is there a difference between successful and non-, 
successful groups in their mean rank ordering of ideal, and actual leadership 
qualities? Two hypotheses were tested to answer this question, and on the basis of 
the results a further hypothesis was planned to evaluate whether nurses could be 
correctly classified into each group. 
The third research question stated: Does the group level, as well as the individual 
level account for differences in the variance of the dependent variables, r,ather than 
other hierarchical levels? One hypothesis was tested to answer this question. 
Specifically, it evaluated whether the TrustIPCT or region in which the restructuring 
was taking place, accounted for a significant amount of variance on the dependent 
variables, in addition to the individual and group levels. 
B.1 Hypotheses 1-3 
The second research question stated: Is there a difference between successful, and 
non-successful groups in the mean rank ordering of ideal, and actual leadership 
qualities? It was hypothesized that: There will be a significant difference between 
ideal and actual leadership qualities for 'non-successful' groups, but not for 
'successful' groups. Moreover, it was hypothesized that: There will be significant 
differences between non-successful, and successful groups in the mean rank ordering 
of actual leadership qualities. Finally, on the basis of these results it was 
hypothesized that: Individual nurses in the successful, and non-successful groups can 
be correctly classified into these groups based on their scores on the predictor 
variables. 
The nineteen leadership qualities as rank ordered by employees about their ideal 
leader (Kouzes & Posner, 1988) were initially visually compared with the combined 
affected and non-affected groups rank ordering (Appendix 8.1). Forward-looking, 
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(i.e., quality 3) was excluded from the study questionnaire due to a typographical 
error. 
When nurses' ideal leadership qualities were compared with the Kouzes & Posner 
rank ordering, none was the same. The qualities that nurses' rated as considerably 
less important were 'intelligent', 'broad-minded', 'imaginative', and 'courageous'. 
Those that nurses' rated as considerably more important were 'supportive', 'caring', 
and 'loyal'. 
When nurses' actual leadership qualities were compared with the Kouzes & Posner 
rank ordering, one was the same (i.e., co-operative). The qualities that nurses rated as 
considerably less important were 'inspiring', 'courageous' 'broad-minded', and 
'imaginative'; whereas those that nurses rated as considerably more important were 
'dependable', 'supportive' 'caring', 'determined', 'self-controlled', and 'loyal'. 
Overall these differences suggest that when compared with the superior leaders in 
Kouzes & Posner's study, in general nurses' rank interpersonal qualities more highly, 
and intellectual, creative, and risk-taking qualities less highly. 
Results of a Wilcoxon Signed Ranks test (Appendix 8.1) indicated that there was no 
significant difference between the affected and non-affected groups on five qualities: 
broad-minded, straightforward, imaginative, caring, and co-operative. 
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Table 8.1 Study 2b Time 1 Successful and non-successful groups: Paired samples t-
tests (mean difference between ideal and tuall d hi ual" ) ac ea ers lpq lues 
Variable Non-successful group: Paired differences Successful grOU): Paired differences 
Mean SD SE t df Sig. Mean SD SE t 
Mean Mean 
Honest -2.36 6.07 0.66 -3.59 84 .00 -2.24 4.84 0.62 -3.64 
Competent -1.46 5.07 0.55 -2.65 84 NS -1.08 4.74 0.61 -1.78 
Inspiring -5.33 5.74 0.62 -8.56 84 .00 -3.15 5.56 0.71 -4.45 
Intelligent 1.01 5.76 0.62 1.62 84 NS 0.82 4.50 0.57 1.44 
Fair-minded -0.54 5.41 0.59 -0.92 84 NS -2.05 5.73 0.73 -2.80 
Broad-minded 1.81 5.93 0.64 2.82 84 .01 -0.73 4.63 0.59 -1.24 
Straightforvvard 0.54 6.06 0.66 0.82 84 NS 1.32 5.94 0.75 1.75 
Imaginative -0.42 4.72 0.51 -0.83 84 NS -1.00 4.65 0.59 -1.69 
Dependable -2.07 5.55 0.60 -3.44 84 .00 -1.23 5.62 0.71 -1.72 
Supportive -3.26 6.01 0.65 -5.00 84 .00 -2.52 5.25 0.67 -3.77 
Courageous 1.24 5.80 0.63 1.96 84 NS 0.63 4.46 0.57 1.11 
Caring -0.59 6.07 0.66 -0.89 84 NS -0.19 5.66 0.72 -0.27 
Co-operative 0.01 6.16 0.67 0.02 84 NS -0.85 4.90 0.62 -1.37 
Mature 3.47 5.91 0.64 5.41 84 .00 2.49 5.66 0.73 3.44 
Ambitious 2.64 6.22 0.67 3.91 84 .00 2.71 7.15 0.91 2.99 
Determined 1.98 7.35 0.80 2.48 84 .02 3.32 6.49 0.82 4.03 
Self-controlled 2.26 5.78 0.63 3.60 84 .00 0.24 5.03 0.64 0.38 
Loyal -1.79 5.97 0.65 -2.76 84 .01 0.02 5.32 0.68 0.02 
Independent 2.46 6.38 0.69 3.55 84 .00 2.98 7.14 0.91 3.29 
Key. Slg.: Slgmficant at .01 level (2-talled) 
8.1.1 Hypothesis 1 results 
The first hypothesis stated: There will be a significant difference between ideal and 
actual leadership qualities for 'non-successful', but not for 'successful' groups. 
Before the data were analyzed, the nineteen leadership qualities as rank ordered by 
Kouzes & Posner (1988) were visually compared with the rank ordering by the non-
successful, and successful groups (Appendix 8.2). Rank ordering was made on the 
basis of the mean score for each ideal, and actual quality for both groups. 
When the successful group ideal leadership qualities were compared with Kouzes & 
Posner's rank ordering, one was the same (i.e., independent). There were four 
qualities that the two groups (i.e., Kouzes & Posner, and the successful group in this 
study) ranked Similarly (i.e. one rank difference): honest, competent, fair-minded, 
and determined. Of the remainder the rank differences ranged from 7 (i.e., broad-
minded, was much less important to nurses), to -10 (i.e., loyal, was much more 
important to nurses). 
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df 
61 
60 
61 
61 
60 
61 
61 
61 
61 
61 
61 
61 
61 
60 
61 
61 
61 
61 
61 
! 
I 
I S' I 
. 19 
.00 
NS 
.00 
NS 
.01 
NS 
NS 
NS 
NS 
.00 
NS 
NS 
NS 
.00 
.00 
.00 
NS 
NS 
.00 
When non-successful group ideal leadership qualities were compared with the 
Kouzes & Posner rank ordering, again one was the same (i.e., fair-minded). There 
were four qualities that the two groups ranked similarly: honest, competent, mature, 
and self-controlled. Of the remainder the rank differences had a similar range to the 
successful group, from 7 (i.e., broad-minded), to -10 (i.e., loyal). 
There were eight ideal leadership qualities that the successful, and non-successful 
groups ranked the same: 'honest', 'inspiring', 'broad-minded', 'courageous', 
'caring', 'co-operative', and 'loyal'. On all but one of the remainder there were only 
1 or 2 ranks difference between the groups; the successful group rated 'self-
controlled' much more highly. 
There were four actual leadership qualities that the two groups ranked the same: 
'competent', 'fair-minded', 'courageous', and 'independent'. The successful group 
when compared with the non-successful group, ranked as considerably less important 
'broad-minded', and 'co-operative', and as considerably more important 'inspiring', 
and 'loyal'. 
Results of paired samples t-tests revealed that there was a significant difference 
between ideal and actual mean scores on eleven leadership qualities in the non-
successful group, and eight in the successful group (Table 8.1). Five leadership 
qualities differentiated the two groups. The non-successful group reported that their 
actual team leaders were significantly more 'broad-minded', less dependable, less 
loyal, and more self-controlled than their ideal leader. The successful group reported 
that their actual group leaders were significantly less 'fair-minded' than their ideal 
leader. Thus the successful group differed in that they reported no significant 
difference between their ideal and actual leader on 'broad-minded', 'dependable', 
'self-controlled' and 'loyal' but only on 'fair-minded'. These results therefore 
support the hypothesis that there are more differences between ideal and actual 
leadership qualities for the non-successful group than for the successful group. 
8.1.2 Hypothesis 2 results 
The second hypothesis stated that: There will be significant differences between non-
successful, and successful groups in the mean rank ordering of actual leadership 
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qualities. The assumption underlying this hypothesis was that the successful group 
will rate characteristics differently i.e., higher or lower than the non-successful 
group, e.g., they will rate 'inspiring' higher, since this characteristic is associated 
with transformational leadership. 
A one-way MANDV A was conducted to evaluate the relationship between the 
independent variable (i.e., the two groups, successful, and non-successful), and the 
38 dependent variables (i.e., 19 ideal, and 19 actual leadership qualities). The 
multivariate criterion of Wilks' lambda (D.) was used, and the significant level 
reduced to < .01 to cater for experiment-wide effects. No significant difference was 
found between the successful and non-successful groups, D. = .684, F (38, 106) = 
1.288, p= NS. However the observed covariance matrices were not equal across the 
groups, F (741, 49029.28) = 1.272, P -. This may have been due to the violation of 
the multivariate normality assumption so further interpretation of this MANOV A 
was invalid. 
On the basis of a significant level of < .10 between the two groups (Appendix 8.3), a 
second MANOVA was conducted on five pairs of variables (Table 8.2: inspiring, 
broad-minded, co-operative, self-controlled, and loyal). The observed covariance 
matrices were equal across the groups, F (55, 55982.96) = 1.050, p = NS. A 
significant difference was found between the two groups, D. = .858, F (10, 136) = 
2.251, P < .02. There were no significant differences between the groups in terms of 
ideal leaders. Both groups ranked 'inspiring' actual leadership much lower than the 
ideal, but the successful group ranked it significantly higher than the non-successful 
group (p < .01; partial 112 = .05). In addition they ranked 'co-operative', and 'broad-
minded' actual leadership significantly lower than the non-successful group. Thus 
there was support for the second hypothesis that there will be significant differences 
between the non-successful, and successful groups in terms of actual leadership 
qualities. 
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Table 8.2 Study 2b Time 1 successful and non-successful groups leadership qualities: 
MANOVA 
Ideal (n-85) Actual (n=60) 
Variable Mean df F Sig. Partial Mean df F Sig. Partial 
112 n2 
N-S S N-S S 
Inspiring 7.86 7.85 1 .028 NS .000 13.19 10.77 1 7.652 .01 .050 
Broad- 12.64 11.75 1 1.767 NS .012 10.82 12.55 1 3.803 .05 .026 
minded 
Co- 10.68 11.45 1 1.004 NS .007 10.67 12.33 1 4.054 .05 .027 
operative 
Self- 12.80 1l.43 1 3.504 NS .024 10.54 11.22 1 .788 NS .005 
controlled 
Loyal 9.08 9.60 1 .276 NS .002 10.87 9.43 1 2.963 NS .020 
Key. Slg. P < .01, N-S: Non-successful group; S: Successful group. 
8.1.3 Hypothesis 3 results 
The third hypothesis stated that: Individual nurses in the successful, and non-
successful groups can be correctly classified into these groups based on their scores 
on the predictor variables. The assumption underlying this hypothesis was that the 
four leadership qualities that had differentiated the two groups at the .10 level could 
predict group membership. 
A discriminant analysis was conducted to evaluate whether four predictors (i.e., 
inspiring (actual), broad-minded (actual), co-operative (actual), and self-controlled 
(ideal) could predict group membership. The observed covariance matrices were 
equal across the groups, F (10, 81235.34) = .539, P = NS. The overall fl = .902, X2 
(4, n=147) = 14.70, P < .01, indicating that overall the predictors differentiated 
between the two groups. There was no residual fl, so only the one discriminant 
function could be interpreted. This had an eigen value of .108, a canonical 
correlation of .313, which indicated that 10% of the variability of the scores for the 
function was accounted for by differences between the two groups. The largest 
coefficient was inspiring (actual; .511); the successful group tended to have lower 
means/ranks on this leadership quality, i.e., they rated it more highly among their 
actual leaders. Overall 63% of the originally grouped cases were correctly classified; 
64 out of 85 individuals (75%) in the non-successful group were classified correctly, 
and 34 out of 62 (55%) in the successful group, kappa = .21, p< .01. 
Thus there is support for the third hypothesis that individual nurses in the successful, 
and non-successful groups can be correctly classified into these groups based on their 
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scores on the predictor variables. In this instance higher actual inspiring leadership is 
the quality that most discriminates between successful and non-successful groups. 
8.1.4 Hypothesis 1-3 discussion 
The first two hypotheses are tested to answer the second research question: Is there a 
difference between successful, and non-successful groups in their mean rank: 
ordering of ideal, and actual leadership qualities? The results provide support for 
both hypotheses. Specifically, the first hypothesis states: There will be a significant 
difference between ideal and actual leadership qualities for 'non-successful', but not 
for 'successful' groups i.e., a quantitative difference. The second hypothesis states: 
There will be significant differences between non-successful, and successful groups 
in the mean rank ordering of actual leadership qualities i.e., a qualitative difference 
in group members perceptions of the importance of actual leadership qualities. On 
the basis of these findings, a third hypothesis tests whether: Individual nurses in the 
successful, and non-successful groups can be correctly classified into these groups 
based on their scores on the predictor variables. Again this hypothesis is supported. 
Methodologically, the results are accounted for by the grouping of participants, and 
data analysis methods. Specifically, the researcher uses participants' 'success' scores 
to create the independent variable. The latter is normally distributed (i.e., skewness: -
.90, kurtosis: .15), thus missing values (n=21; 11 0/0) are imputed with the mean 
(6.41). In addition, participants who indicate 'nothing is affecting my team' (n=17; 
9%), score zero. Thus both the latter are allocated to the non-successful group. This 
may not have been appropriate. However, MANOVA significance levels are reduced 
to .01, to reduce Type 1 errors. Not surprisingly, the observed covariance matrices 
are not equal across the groups when all 38 variables are included, however they are 
equal when the five pairs are evaluated, and in the discriminant analysis. Moreover, 
discriminant analysis yields relatively valid results in terms of Type 1 errors with 
moderate to large sample sizes (Green et al 2000, p280). 
Theoretically, the results of the first hypothesis test are attributed to, and consistent 
with the 'match' principle. Specifically, group members develop ideas about the 
qualities they automatically associate with leadership in different situations (Foti & 
Luch, 1992), which evolve through experience and familiarity (Lord et aI., 1984), 
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such that they rate as highly transformational and transactional those that match their 
concept of the prototypical leader (Atwater et al., 1993). Furthermore, group 
members report leadership flexibility in different situations indicating that trait-based 
variance may account for social perceptiveness and response flexibility (Zaccaro et 
aI., 1991). In the context of this study i. e., perceptions of a low level of 
organizational change, nurses who believe their group will be successful in dealing 
with a forthcoming event attribute this to fewer discrepancies (i.e., 8) between their 
ideal, and their actual leaders qualities, than those in the non-successful group (i.e., 
11). Although not a major quantitative difference, there are also qualitative 
differences between the groups. 
The results of the second hypothesis are attributed to, and consistent in part with the 
finding that group members who rate their leader as highly transformational and 
transactional are leaders that match their concept of the prototype (Atwater et aI., 
1993). Furthermore, transformational leadership is associated with being effective 
(Bass, Avolio, & Atwater, 1996), and likely to be appropriate in times of 
organizational change (Bass, 1990b), whereas transactional leadership is more 
appropriate in stable organizations. Despite participants' perceptions of a low level 
organizational change, the NHS is unlikely to be described as a stable organization. 
Thus in the context of this study, group members rating 'broad-minded' and 'co-
operative' as more important than 'inspiring' in their actual leader, may be reflecting 
the importance of the transactional exchange process to their groups. In contrast, 
group members rating 'inspiring' more than 'broad-minded' and 'co-operative' in 
their actual leader may be reflecting awareness beyond their own self-interest, such 
as is attributed to transformational leadership. Both leadership styles initiate and 
organize work, but whereas the one focuses on satisfying the self-interest of those 
who do good work, the other broadens and elevates the interests of their group 
members, and generates awareness and acceptance of the purposes and mission of 
the group (Bass, 1997). Leaders perceived as more inspiring than broad-minded, or 
co-operative are likely to function in an environment that challenges the status quo, 
perhaps seeks out opportunities, and takes risks. Such attitudes and behaviours are 
likely to be associated with perceptions of success by group members, perhaps even 
'going the extra mile'. In contrast, leaders perceived as broad-minded and co-
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operative are likely to function in an environment that enjoys the 'quiet life', by 
maintaining the status quo, but at the expense of 'being ahead of the game'. 
According to Shamir (1990) there are few theoretical links between theories of 
leadership and collective action. There is some evidence that leadership moderates 
the individual stressor-strain relationship. For example Rome (2000) found physical 
and emotional stress responses decreased as transfonnational and transactional 
leadership increased. Guzzo et al. (1993) suggest that the positive influence of 
transformational leadership on group effectiveness can be understood in part as 
mediated by the impact on group potency. However, as is reported later (8.2.1.3), 
although there is significant variance at the individual and group levels on potency, 
the best model does not include 'success' i.e., nurses who believe that their group 
will be more successful in dealing with a restructuring event. 
B.2 Hypothesis 4 
The third research question stated: Does the group level, as well as the individual 
level account for differences in the variance of the dependent variables, rather than 
other hierarchical levels? One hypothesis was tested to answer this question. 
Specifically, it evaluated whether the TrustIPCT or region in which the restructuring 
was taking place, accounted for a significant amount of variance on the dependent 
variables, in addition to the individual and group levels. 
In order to test this hypothesis the data were treated to the multilevel modeling 
technique, which is described above (6.3.1). 
8.2.1 HypothesiS 4 results 
Each dependent variable that met the normality assumption was treated to the 
multilevel modeling technique; prior to interpretation residuals were checked. 
Modeling started with a fixed level one (nurse) and level two (group) intercept, and 
fixed slopes. Explanatory variables were entered in turn, followed by interactions, 
and other levels. No contextual effects were estimated because the sample size was 
too small. Interactions between significant explanatory variables and neuroticism, 
grade, professional education, full-time/part-time working, and previous experience 
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of restructuring were also evaluated. A significant explanatory variable was retained 
in the model when a significant associated interaction rendered It non-significant. 
A detailed explanation of one model i.e., study 1 restructuring initiatives is given 
above (6.3.1.1). The principle findings of the current analyses are reported. 
Specifically, the four models in which there is significant group level variance, and 
those relating to job satisfaction, and intention to quit. 
8.2.1.1 Restructuring initiatives 
The best model of restructuring initiatives comprised a personal characteristic (i.e., 
ethnicity), and two coping effectiveness variables (Appendix 8.4a). The expected 
restructuring initiatives was 3.38 for Non-white nurses, and the other baseline 
variables i.e., zero onjob insecurity, and intention to quit. The expected decrease in 
restructuring initiatives for a White nurse was 1.48. For each single point increase in 
job insecurity the expected increase in restructuring initiatives was .07, and for 
intention to quit it was .03. There were no interactions. There was significant 
variance at the individual level, and the group level accounted for 35% of residual 
variation, but there was no significant variance at any other level, or combination of 
levels. The individual, and group level residuals were satisfactory (Appendix 8.4b & 
c), so the hypothesis is accepted. 
8.2.1.2 Coping action 
The best model of coping action comprised a personal characteristic (i.e., ethnicity), 
information & participation, and two coping effectiveness variables (Appendix 8.6a). 
The expected coping action was 22.37 for Non-white nurses, and other baseline 
variables i.e., zero on information & participation, group potency, and impact of 
restructuring. The expected decrease in coping action for White nurses was 6.33. For 
each single point increase in information & participation the expected increase in 
coping action was 1.08, for impact of restructuring it was .55. In contrast, for each 
single point decrease in potency the expected increase in coping action was .37. 
There were no interactions. There was significant variance at the individual leveL 
and the group level accounted for 19% of residual variation, but there was no 
significant variance at any other level, or combination of levels. The individual, and 
group level residuals were satisfactory (Appendix 8.6b & c), so the hypothesis is 
accepted. 
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B.2.1.3 Group potency 
The best model of group potency comprised a personal characteristic (i.e., age) and a 
group characteristic i.e., cohesiveness (Appendix 8.9a). The expected group potency 
was 14.81 for the baseline variables, i.e., zero on cohesiveness, and mean age (i.e., 
41.34). For each single point increase in cohesiveness, the expected increase in 
potency was .33, and for age it was .10. There were no interactions. There was 
significant variance at the individual level, and the group level accounted for 270/0 of 
residual variation, but there was no significant variance at any other level, or 
combination of levels. The individual, and group level residuals were satisfactory 
(Appendix 8.9b & c), so the hypothesis is accepted. 
B. 2.1.4 Group stress 
The best model of group stress comprised a personal characteristic (i.e., neuroticism), 
a professional characteristic (i.e., hours), three coping effectiveness variables, and the 
successful group (Appendix 8.11a). The expected group stress for the non-successful 
group was 24.04, and for other baseline variables i.e., zero on job insecurity, job 
satisfaction, cohesiveness, neuroticism, and average hours per week (i.e., 35.30). The 
expected decrease in group stress for a nurse who perceived her group would 
successfully deal with the restructuring event was 1.18. For each single point 
increase injob insecurity, the expected increase in group stress was .11, and for 
neuroticism it was .34. For each single point decrease injob satisfaction, the 
expected increase in group stress was .07, for cohesiveness it was .14, and for hours 
worked per week it was .08. There was an interaction between job insecurity and job 
satisfaction, which indicated that nurses reporting low job insecurity and low job 
satisfaction were expected to report lower group stress, whereas nurses reporting 
high job insecurity and high job satisfaction were expected to report higher group 
stress. There was significant variance at the individual level, and the group level 
accounted for 25% of residual variation, but there was no significant variance at any 
other level, or combination of levels. The individual, and group level residuals were 
satisfactory (App: 8.11 b & c), so the hypothesis is accepted. 
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8.2.1.5 Job satisfaction 
The best model of job satisfaction comprised four coping effectiveness variables 
(Appendix 8.8a). The expected job satisfaction was 20.37 for baseline variables i.e., 
zero on intention to quit, group stress, and impact of restructuring. For each single 
point increase in impact of restructuring, the expected increase in job satisfaction 
was .28. For each single point decrease in intention to quit the expected increase in 
job satisfaction was .14, and for group stress it was .37. There were no interactions. 
There was no significant variance at the group, or any other level, or combination of 
levels. Individual level residuals were satisfactory (Appendix 8.8b), so the hypothesis 
was rejected. 
8.2.1.6 Intention to quit 
The best model of intention to quit comprised two personal characteristics (i.e., age, 
and neuroticism), time, two coping effectiveness variables, cohesiveness, and success 
(Appendix 8. lOa). The expected intention to quit was 30.88 for the non-successful 
group, and for other baseline variables i.e., zero onjob insecurity, job satisfaction, 
mean age (i.e., 41.34), neuroticism, time (i.e., centred on 0 weeks pre/post event), 
and cohesiveness. The expected decrease in intention to quit for a nurse who 
perceived her group would be successful in dealing with the restructuring event was 
3.39. For each single point decrease injob satisfaction, the expected increase in 
intention to quit was .07, for age it was .20, for time it was .35, and for cohesiveness 
it was .17. For each single point increase in job insecurity the expected increase in 
intention to quit was .30, and for neuroticism it was .45. There were no interactions. 
There was no significant variance at the group, or any other level, or combination of 
levels. Individual level residuals were satisfactory (Appendix 8.10b), so the 
hypothesis was rejected. 
8.2.1.7 Discussion and conclusion 
The fourth hypothesis states: Difference in the variance of the dependent variables 
will be accounted for by individual and group differences, in both the affected and 
non-affected groups. The results indicate that variance in four dependent variables is 
accounted for by individual and group levels in both the affected and non-affected 
groups. Specifically, nurses' work groups account for a significant amount of the 
variance in perceptions of restructuring initiatives during the previous six months, 
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and coping action, group potency, and group stress during the previous three months. 
However, it is surprising that there is no significant group level variance on 
information & participation, and cohesiveness, which indicates significant individual 
differences account for concepts that purport to measure group functioning. 
However, it is not surprising that there is no group level variance on other dependent 
variables e.g., job insecurity, job satisfaction, intention to quit, and impact of 
restructuring as these are not designed to measure group functioning, and likely to 
reflect individual perceptions, based on personal, and professional characteristics. 
Again, the results challenge the belief that responses to restructuring are associated 
with the way in which it is introduced (Burke, 2001 b), and that there are differences 
between Trusts (Muscroft et aI., 1998; Tovey et aI., 1999). However, in relation to 
the first research question there is evidence that nurses who report that their work 
group will be successful in dealing with a restructuring event, report less group 
stress, than those who that it will be not be successful. 
B.3 Overview of the Chapter 
The focus of this chapter is to provide the results of hypothesis tests that answer the 
second and third research questions. 
In response to the second research question, the results are consistent with the 
literature relating to the 'match' principle e.g., Foti et aI., the concept of 
transformational leadership i.e., Bass, et at, and cognitive appraisal (Lazarus & 
Folkman, 1984). Specifically, challenge perceptions are associated with group 
success in dealing with a restructuring event. Group success is associated with a 
higher match between group members' ideal and actual leaders qualities, and is 
predicted by 'inspiring' leadership. In contrast, threat perceptions are associated with 
less success, a larger discrepancy between ideal and actual leadership qualities, and 
'co-operative' and 'broad-minded' leadership qualities. Moreover, it is possible to 
predict group membership on the basis of these leadership quality predictors. 
In response to the third research question the results provide mixed evidence that the 
variance of the dependent variables is accounted for by individual and group 
differences, in both the affected and non-affected groups. Although there is 
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significant group level variance on four dependent variables, there is no significant 
variance at this level for other variables designed to measure group level responses, 
in particular information & participation, and cohesiveness. 
The final chapter draws some conclusions from the two studies in terms of the aims 
and objectives. In addition to acknowledging the limitations of the current studies, 
the chapter offers some recommendations for future study, as well as intervention 
strategies at the individual, group, and organizational level. Such strategies are 
designed to enhance nurses' job satisfaction, and reduce their intention to leave the 
NBS. 
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Chapter 9 Discussion and conclusions 
This chapter discusses the findings, and draws some conclusions from the two 
studies. The findings are evaluated in terms of the studies' aims and objectives. Some 
theoretical limitations are discussed, and methodological limitations are 
acknowledged. Recommendations for future study are proposed. On the basis of the 
studies' conclusions, interventions at the individual, group and organizational levels 
are recommended. 
9.1 Evaluation of study aims and objectives 
The primary aim of the study was to examine the relative importance of some 
organizational aspects and processes involved in NHS restructuring that may have an 
impact on nurses' levels of stress, and thereby directly increase their intention to 
leave, or indirectly increase intention to leave through aspects of job satisfaction. In 
particular, to examine the relative power of the factors described in the Shaw & 
Barrett-Power model (1997), and working models to predict job satisfaction, and 
intention to leave during NHS restructuring. Furthermore, the study was designed to 
examine the factors in these models at the individual and group levels of analysis. 
The study successfully achieved the primary aim in the first study, but was only able 
to explore relationships between variables in the second study. Failure to examine the 
relative importance of group level processes in influencing nurses stress, job 
satisfaction, and intention to leave as the result ofNHS restructuring in April 2001, 
was accounted for by a non-significant difference between stressors affecting 
individuals in affected and non-affected work groups. Evaluation of the primary aim 
of the study is thus limited to the individual level objectives in study 1. 
9.1.1 Objective one 
The principal objective of the study was to evaluate whether nurses report that 
restructuring directly influences, or indirectly influences (i.e., through aspects of job 
satisfaction) their intention to leave the NHS. It was based on the belief that the 
management of change within such a bureaucratic organization is impeded by 
difficulties associated with information provision, and participation in decision-
making. 
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Restructuring does not directly influence nurses' intention to leave. Such intentions 
are no different from non-affected nurses, and do not change over time during an 
event. The results indicate that lower job satisfaction, job insecurity, lower physical 
health, but not job stress, predict nurses' intention to leave. 
Although there is evidence that job satisfaction declines during downsizing (e.g., 
Baumann et aI., 2001; Corey-Lisle et al., 1999; Davidson et aI., 1997; Tonges et al., 
1998; Armstrong et aI., 1996) there is no direct evidence that it is associated with 
intention to quit in the literature. Moreover, there is no evidence in this study that it 
is associated with lower morale i.e., long term job dissatisfaction (Meadows et aI., 
2000). The results are however, consistent with other findings in which there is an 
association between physical ill-health and turnover, and early-retirements in NBS 
nurses (Smedley et aI., 1995; Heap, 1987). They are measured confirmation of 
concerns that NBS Trust mergers may be associated with severe impacts on the 
mental and physical health of staff (McClenahan et aI., 1999, cited in McClenahan, 
1999). The results are also consistent with the literature regarding nurses job 
insecurity during downsizing (Greenglass et aI., 2000; Corey-Lisle et aI., 1999; 
Spence Laschinger et at, 2001), although inconsistent with findings that job security 
increases post event (Burke, 2001 b). This Inay reflect a post event uncertainty, or 
support the finding that nurses report more job insecurity than other healthcare 
professionals (Lees, 2001), but is unlikely to indicate serious concerns about actual 
job loss as occurred in Canadian downsizing (Gzowski, 1997, cited in Greenglass & 
Burke, 1997). Nevertheless, job insecurity represents an unanticipated cost of the 
merger process, which occurs even in the most successful mergers (Crail, 1999, cited 
in McClenahan, 1999). 
Socio-demographic and professional characteristics also predict intention to leave. 
Single nurses are more likely to report such intentions than married, divorced or 
separated, which challenges the finding that married nurses report higher intentions 
(Huber, 1974), but the results are consistent with others insofar as younger nurses 
report higher intention to leave the NHS (Aiken et al., 2001; Purvis et aI., 2003). 
Although, there is no indication that such intentions are more prevalent among lower 
grade nurses (Finlayson, 2002), or with lower perceptions of patient care (RCN, 
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1998; DOH, 2000d; Finlayson, 2002). The positive relationship between years in 
grade (i.e., implying a lack of opportunity for advancement) and intention to leave, 
supports the finding that opportunities for learning are associated with lower 
intention to leave (Purvis et al., 2003; Davidson et al., 1997). It may support the view 
that nurses leave because of other employment opportunities (Smith et al., 1998). 
Moreover, the results are consistent with finding that job security is important for 
older nurses, who are also likely to report job satisfaction and lower intention to 
leave the NHS (Purvis et al., 2003). 
Restructuring does influence nurses' job satisfaction. Specifically, the results indicate 
that information & participation in decision-making, work group, union, and 
organizational support, higher psychological functioning, higher perceptions of 
patient care and services, and lower intention to leave, but not job stress predict job 
satisfaction. The results are consistent with a balance between perceptions of 
demands (i.e., of the job), control (i.e., involvement in decision-making), rewards 
(i.e., being able to care for patients as well as possible), and resources (i.e., 
information, and support), such that psychological functioning is higher despite a 
psychologically demanding role (Menzies, 1961; James, 1989; Williams et al., 1998~ 
Borrill et al., 1996) and intention to leave is lower. Moreover, nurses with a degree 
are more likely to report job satisfaction than other nurses, which challenges the 
researchers belief that better qualified nurses will be less satisfied because they are 
unable to use their knowledge and skills. However, there are no indications that older 
nurses report higher job satisfaction (Purvis et al., 2003). The results are also 
consistent with the finding that a better communication system is associated with 
feeling valued and involved by line manager, which in turn is associated with job 
satisfaction, and a lower expectation of leaving the Trust (perryman et al., 2003). 
Furthermore, they may lend support to findings that job satisfaction is increased by 
effective clinical supervision (Winstanley, 2003), in which nurses derive strength 
from the experience of sharing the responsibility for patient care (Arvidsson et al., 
2000). 
In conclusion, the results indicate that NHS restructuring directly influences job 
satisfaction, which is predicted by information & participation, coping action, LS-X, 
QOL2 (psychological functioning), impact of restructuring, and intentions to quit. 
255 
However, there is no indication that restructuring directly influences nurses' 
intention to leave the NHS, although job satisfaction influences intention to leave. 
9.1.2 Objective two 
The second objective was to assess whether nurses professional education, and/or 
age influenced intention to leave. The results indicate that both age, and professional 
education influence intention to leave the NHS. Specifically, younger nurses are 
more likely to leave, and those with a diploma less likely to leave, than those with a 
degree or no HE qualification. The results are consistent with other studies that find 
younger nurses are more likely to report intention to leave the NBS (e.g., Abel et aI., 
1976; Mercer et aI., 1976, cited in Redfern, 1978), and recently Aiken (2001), but 
challenge the notion that independent, self-directed nurses i.e., with higher levels of 
professional education are more likely to leave (Purvis et aI., 2003). 
In conclusion, younger nurses are more likely to leave, but those with a diploma are 
more likely to stay in the NHS. 
9.1.3 Objective three 
The third objective was to assess whether differences in the variance of the 
dependent variables are accounted for by individual differences (i.e., study 1), and 
work group differences (i.e., study 2). 
The results indicate that the variance in all but one of the study 1 dependent variables 
is accounted for by individual differences. However, there is significant ward level 
variance on coping action, which is consistent with the operationalization of this 
variable. 
In study 2, the results indicate that the variance on four dependent variables is 
accounted for by individual and group level differences i.e., restructuring initiatives, 
coping action, group potency, and group stress. Again, this is consistent with the 
operationaiization of these variables. However, there is no significant group level 
variance on information & participation, or cohesiveness, although these are also 
operationalized at the group level. The remaining dependent variables are similar to 
stUdy 1, and consistent with those results. 
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The results are consistent with a growing body of literature clarifying the theoretical, 
methodological, and practical reasons for using the multilevel approach to evaluate 
organizational stress research (Bliese et aI., 2002; Morrison et aI., 2003). By adopting 
this approach to evaluate the variables proposed in the Shaw & Barrett-Power 
(1997), and working models at the individual and group levels, the researcher has 
been able to establish that it is possible to operationalize group level variables that 
measure differences between nurses work groups. Theoretically, this is important 
insofar as there is no evidence that the Shaw & Barrett-Power model has been tested 
previously at any level. Methodologically, it ensures that standard errors of 
regression coefficients are not underestimated because clustering has been ignored. 
Practically, it is useful in terms of interventions at different levels of the 
organization. Moreover, the current results challenge less robust findings that 
hospital size affects information & participation (Revans, 1964) i.e., there is no 
variance at the hospital level on information & participation. (Wieland, 1969, cited in 
Redfern, 1978), as well as perceptions that there are organizational differences 
insofar as the way restructuring is implemented (Burke, 2001b) i.e., there is no 
significant variance above the ward/group level in either study (Mus croft et aI., 1998~ 
Tovey et aI., 1999). 
In conclusion, the variance of the individual level dependent variables is accounted 
for predominantly by individual differences, whereas the variance in the group level 
dependent variables is accounted for by individual and group differences in two 
thirds of 'group' variables. 
9.1.4 Objective four 
The fourth objective was to determine if it was possible to discriminate between 
leadership qualities that are associated with perceptions of group success/less success 
in dealing with a restructuring event. The assumption underlying this objective is that 
perceptions of success in dealing with a forthcoming restructuring event are likely to 
be associated with lower stress levels, higher job satisfaction, and lower intentions to 
leave. The findings of the leadership qualities analyses indicate that nurses who 
report a closer match between their ideal and actual leaders qualities also report that 
their work group will be more successful in dealing with a restructuring event. 
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However, there are indications that discrepancy scores between actual and preferred 
leader ratings may have less efficacy in predicting subordinate satisfaction than 
scores of actual leader behaviour alone (Singer et aI., 1990). In this respect, nurses 
who believe that their work group will be successful in dealing with a restructuring 
event rank the 'inspiring' leadership quality in their actual leader significantly 
higher, and 'broad-minded' and 'co-operative' significantly lower than other nurses. 
Moreover, multilevel analyses indicate that nurses who report that their work group 
will be more successful in dealing with a restructuring event, also report lower group 
stress, higher job satisfaction, but not lower intentions to leave. 
The results are consistent with findings that subordinates rate as highly 
transformational and transactional those leaders who match their concept of the 
prototypical leader (Atwater et aI., 1993), insofar as inspiring leadership is concerned 
with managing meaning, managing impressions, moulding follower expectations, 
envisioning, and intellectually stimulating followers (Bass, 1988b), and associated 
with charisma, the principle component of transformational leadership (Bass, 1988a). 
In contrast, it is argued that 'broad-minded' and 'co-operative' are characteristic of a 
transactional leadership style, in which subordinates needs are met if their 
performance measures up to contracts with the leader, and these are achieved by 
contingent rewards (Hater et aI., 1988). Furthermore, the results are consistent with 
transformational leadership being associated with group effectiveness (Waldman et 
aI., 1990; Bass, 1999), and more appropriate in times of organizational change (Bass, 
1990b; Bass, 1999). 
In conclusion, it is possible to discriminate between the leadership qualities that 
group members associate with success/less success in dealing with a restructuring 
event. 
9.1.5 Objective five 
The fifth objective was to evaluate the efficacy of the Shaw & Barrett-Power (1997), 
and working models to predict intention to leave, and job satisfaction during NHS 
restructuring. Specifically, to evaluate whether NHS restructuring events are 
managed in terms of information & participation, and support such that they alleviate 
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the causes of stress, maintain psychological equilibrium, enhance self-efficacy, and 
minimize negative and unintended outcomes for nurses. 
In study 1, the results indicate that intention to leave is not predicted by the main 
variables in the Shaw & Barrett-Power model (1997) i.e., appraisal (i.e., restructuring 
initiatives), appraisal effectiveness (i.e., information & participation), or coping 
action. Moreover, it is not predicted by personal characteristics (i.e., neuroticism, 
self-efficacy), or home-work conflict i.e., variables in the working model. Instead, it 
is predicted by socio-demographic (i.e., age, marital status), and professional 
characteristics (i.e., years in grade, surgical ward, and diploma education), and other 
coping effectiveness variables i.e., job insecurity, QOLI (physical), and job 
satisfaction. In effect, there is no evidence that the Shaw & Barrett-Power variables 
are useful in evaluating the psychological factors involved in nurses' intentions to 
leave, nor is there evidence that NHS restructuring has negative or unintended 
outcomes insofar as intention to leave is concerned. 
In contrast, job satisfaction is predicted by the main variables in the Shaw & Barrett-
Power model (Figure 9.1). Moreover, it is predicted by other coping effectiveness 
variables: QOL2 (psychological) LS-X (lack of support), impact of restructuring, and 
intention to quit. In total these variables account for 15% of the variance after 
controlling for socio-demographic and professional characteristics. The results 
indicate that the stressors associated with restructuring are ameliorated by 
perceptions of information & participation, group coping, support, such that nurses' 
psychological equilibrium is maintained. However, not surprisingly job satisfaction 
is also predicted byprofessional characteristics (i.e., specialty ward, and degree), but 
not by socio-demographic, or personal variables or home-work conflict. Thus the 
variables proposed by Shaw & Barrett-Power 1997 (Figure 9.1) have the power to 
predict job satisfaction among nurses during NHS restructuring events; the model is 
enhanced by the addition of professional characteristics (Figure 9.2). 
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F!gur~ 9.1 Summary model of stress coping-based dependent variables in downsizing 
SItuatIons (Shaw & Barrett-Power, 1997, pI22) 
Appraisal r---------~ .... ~ Information & participation 
JII'" 1. Restriction of Information Processing 
2. Constriction of Control 
Coping effectiveness 
~ ................................... ~. _3_. _C_og}'U_·t_iv_e_E_rr,o_r_s _______ ...J 
• 1. Alleviate cause of stress 
2. Motivate Action 
3. Maintain equilibrium 
4. Enhance self-efficacy 
5. Minimize negative outcomes 
1. Alone versus collective coping 
2. Problem solving/Controlling 
3. EmotionaVwithdrawal 
4. Severity 
5. Complexity 
6. Flexibility 
F.igur~ 9.2 Summary model of stress coping-based dependent variables in downsizing 
SItuatIons (Shaw & Barrett-Power, 1997, pI22), and antecedents to primary appraisal 
(Lazarus & Follcman, 1984) to predict job satisfaction 
I Restructurim! initiatives I 
+ 
Coping 
effectiveness 
3. Maintain 
psychological 
equilibrium 
..... 
.... Professional antecedents 
(Specialty ward, degree) 
Information & participation 
1. Restriction of Information Processing 
2. Constriction of Control 
3. Cognitive errors 
Coping effectiveness 
1. Alleviate causes of stress 
2. Motivate 
4.~nhancesebf-e~cacy 
5. Minimize negative outcomes 
(LS-X, QOL2, IR, & ITQ) 
+ 
..... 
Coping action 
1. Alone versus collective coping 
2. Problem solving/Controlling 
3. EmotionaVwithdrawal 
4. Severity 
5. Complexity 
Key: Information & participation: Cognitive errors - not measured 
Coping effectiveness: Motivate - not measured 
Alleviate causes of stress; enhance self-efficacy - not significant 
In conclusion, intention to leave is predicted by very different variables than job 
satisfaction. The former appear to reflect a primary concern with the self: security, 
physical well-being, professional respect. In contrast, the latter appear to be related to 
interpersonal concerns: information, involvement, support, emotional well-being, 
perceptions that the work is well done. These represent different work motivations, 
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and different needs such as described by Maslow (1987). Moreover, it suggests that 
job satisfaction is likely where a satisfactory balance is achieved between the 
emotional labour of work and a recouping of personal and social resources such that , 
there is not a net loss of resources, but rather adequate reciprocity, and a sense of 
authenticity. In effect, there is opportunity for conservation of resources (Hobfoll, 
1989; 1998). 
In study 2, the researcher was unable to predict whether NBS restructuring events 
influenced job satisfaction or intention to quit firstly because there was no difference 
between affected and non-affected groups insofar as stressors, and secondly there 
were insufficient groups to use Structural Equation Modeling. Thus no evaluation 
was made of the efficacy of the Shaw & Barrett-Power model at the group level. 
9.1.6 Objective six 
The final objective was to make recommendations regarding the retention of nurses 
affected by future NHS organizational change on the basis of the findings. 
Change within a bureaucratic organization is difficult, and the culture of such 
organizations is a barrier to change, so change within the NBS is likely to be 
particularly difficult (Bryman, 1986). Thus despite nurses being educated in 
approaches to the management of, and facilitation of change, the organization in 
which they work is a barrier to this process (Bennis, 1991). In the researcher's 
opinion a small step in reducing resistance to change would be for the organization to 
acknowledge the role of change agents i.e., individuals at each level of the hierarchy 
whose right is to receive and provide information, and to engage in participation with 
others in the hierarchy. Rotating such a role among work group members, and 
tangible support for it at each level in the organization, is likely to increase nurses 
perceptions that they are valued and involved, as well as their commitment to 
change, as is broadening participation in decision making (Fox, 1987). Such 
strategies are likely to create the conditions for successful change, and to sustain 
momentum. On the basis of the current findings such organizational, and ward/group 
level interventions are likely to contribute to individual's job satisfaction. Moreover, 
such actions are likely to be associated with a sense of empowerment, and self-
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efficacy, which it is argued is required in order to bring about the NBS reforms 
envisaged by the present government (Lewis & Urmston, 2000). 
The second recommendation relates to leadership. Evidence of the utility of 
transformational leadership style for increasing organizational satisfaction, 
commitment, and effectiveness (Bass, 1999~ Hetland et aI., 2003) is a powerful 
argument for developing such leaders among nurses in the NBS. The results indicate 
that perception of the 'inspiring' leadership quality in their actual leader is associated 
with perceptions of success in dealing with a restructuring event. This characteristic 
deemed equivalent to charisma is the most important component of transformational 
leadership. Nurses are not only aware of the benefits of this leadership style in terms 
of effectiveness at different levels of the organization (Sofarelli et al., 1998), but also 
that failure to adopt it may be a cause of nurses leaving the system (Thyer, 2003). 
Recent evidence indicates that female leaders are more transformational than male 
leaders (Eagly, Johannesen-Schmidt, & van Engen, 2003). The authors suggest that 
the implications of these findings are encouraging for female leadership because 
other research has established that all aspects of leadership style on which women 
exceed men relates positively to leaders' effectiveness whereas all of the aspects on 
which men exceed women has negative or null relations to effectiveness. Thus the 
indications are that nurses not only have the ability to be effective leaders, but that 
others recognize this, and the organization should value, and develop such 
effectiveness. On the basis of the current findings such organizational, and 
ward/group level interventions are likely to contribute to individuals job satisfaction. 
The third recommendation relates to improved understanding of work motivation. 
Earlier it was suggested that nurses' job satisfaction, and intention to leave reflect 
different motivations, and different needs. A recent paper applies Maslow's 
Hierarchy of Needs Model to the challenges of understanding and motivating 
employees in a rapidly changing healthcare industry (Benson & Dundis, 2003). In 
particular, the authors indicate how Maslow's model can aid understanding of the 
concerns such as those reported in this study. In particular, the need for security, 
social belongingness, self-esteem, altered work/social environments, new 
opportunities for learning and self-definition, as well as self-actualization. The 
probability of continuing changes in the NHS, including increased patient acuity, 
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technology, and pace of work, are associated with the likelihood that nurses' human 
needs may become subordinated. Indeed, the concept of burnout that has dominated 
much nurse research reflects such a concern i.e., depersonalisation. In contrast, the 
experience of satisfactory clinical supervision is associated with responding to nurses 
needs. Thus an understanding of the needs that nurses may be fulfilling, and can 
fulfil through their work, in the light of increasing demands may enhance nurses' job 
satisfaction, motivation and commitment to stay in the NHS. 
9.2 Limitations of the study 
The principle limitations concern theoretical, and methodological issues. 
9.2.1 Theoretical limitations 
The theoretical limitations in the current study relate to the cognitive theory of stress 
(Lazarus & Folkman, 1984), the Shaw & Barrett-Power conceptual framework 
(1997), and issues relating to leadership qualities. 
The phenomenological approach to the study of stress raises concerns about 
veridicality, and the circularity of appraisals (Lazarus & Folkman, 1984, p53). 
Although the authors explain the rationale for dealing with these issues, others, 
notably Hobfoll (1989; 2001) challenges the lack of objectivity in the approach. In 
addition, there is an underlying assumption that it relates to the individual. Despite 
this, others suggest that stress based concepts can be used to examine collectives of 
individuals as well (Brief et al., 1991). Although there is some evidence that the 
second study examines group level constructs, the researcher is aware of the need to 
develop a better understanding of this conceptual level. 
A decision to adopt the cognitive-phenomenological approach was made on the basis 
that the researcher was interested in nurses' appraisals of stress, the meaning of the 
situation, the belief that this informs the psychological processes, and ultimately the 
behaviours such as intention to leave the NBS. Despite the limitations of the 
approach noted above, the individual level study achieves the stated aim using this 
approach. The results are acknowledged to be based on perceptions rather than 
objective measures. Attempts are made to define appraisal by identifying appropriate 
stressors. However, the researcher's understanding of the concept evolved during the 
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study, and other stressors such as hiring freeze could have been included. Although, 
attempts are made to assess the influence of antecedents on appraisal, no attempt is 
made to assess the influence of consequences on appraisal in terms of reappraisal. 
Moreover, the concept of coping is not fully explored. For example, no attempt is 
made to evaluate the transactional nature of coping action. Its effect is limited to 
interactional relationships, and transactions associated with these, such as the role of 
neuroticism in the information & participation - coping action relationship. 
Other theoretical limitations relate to the Shaw & Barrett-Power conceptual 
framework. These concern the concept of threat rigidity syndrome, individual and 
group level constructs of appraisal effectiveness, and coping effectiveness, and group 
level psychological processes. Although there is evidence to support the concept of 
threat rigidity syndrome (Staw et al., 1981) this is relatively old, and little 
acknowledgement of its currency is found in the recent literature. Nevertheless, some 
evidence of the relationships proposed is found to exist in the current research at the 
individual level. However, there are few indications regarding the processes involved 
at the group level. Despite being unable to test the model at the group level there are 
indications however that perceptions of threat may influence group cohesiveness, 
group potency, and group effectiveness as described earlier (7.1.1). It is also not 
possible to evaluate the 'Centralization of Authority' hypothesis (Isenberg, 1981). 
Specifically, whether group perceptions of threat are associated with an increase in 
leadership reliance, and 'vertical structuring'. This is attributed to the lack of 
homoscedasticity in the leadership reliance measure. 
The concept of appraisal effectiveness as described by Shaw & Barrett-Power is 
confusing. It suggests effectiveness in appraising stressors. In the context of the 
current study this does not directly relate to 'the making of realistic judgments about 
the implications of an event for an individual's well being' (Lazarus & Folkman, 
1984 p 186), but to information search and utilization activities. 
The concept of coping effectiveness is also confusing in terms of how the other 
principle variables relate to each of the six categories. To test the efficacy of the 
model, two coping effectiveness variables were selected for two separate analyses. In 
the model testing predictors of job satisfaction other coping effectiveness variables 
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also predict job satisfaction, but theoretically it is unclear how they relate to each 
other. Furthermore, the category 'motivate those involved towards action' is similar 
to aspects of coping. In the current study it is reflected in union, and organizational 
support, and self-efficacy. 
Self-efficacy beliefs are generally considered a measure of individual difference and , 
concerned with personal capability, and sense of control. There is evidence that self-
efficacy acts both directly and indirectly onjob satisfaction (Judge et al., 1998), and 
in association with control coping, lessens distress on the job and increases job 
satisfaction in nurses (Greenglass et aI., 2000). However, in the Shaw & Barrett-
Power model, self-efficacy is construed as a measure of coping effectiveness. Its 
theoretical utility as an outcome is therefore questioned. In the current study it is not 
directly influenced, and has little indirect influence on other variables. 
Relationships between the match principle (e. g., Atwater et aI., 1993), the' inspiring' 
leadership quality (Kouzes et aI., 1987), charisma (Bass, 1988a), transformational 
leadership (Avolio & Bass, 1988), group effectiveness (Bass, 1999), and perceptions 
of threat or challenge (Lazarus & Folkman, 1984) are drawn from different 
theoretical approaches, such that the study provides a novel integration of these 
perspectives. However, further investigation is required in order to establish a deeper 
understanding of leadership qualities and styles, as they relate to subordinates 
perceptions of success, and effectiveness. 
Finally, the researcher incorporates a process dimension into the working model. 
Specifically, she considers the temporal, personal, and group factors that may 
influence primary and secondary appraisal among individual nurses, and their work 
groups. However, these demonstrate limited efficacy in terms of intervening 
variables, or as predictors of intention to leave, and job satisfaction. 
9.2.2 Methodological limitations 
The methodological limitations are to a large extent addressed earlier (5.4; 7.3) and 
relate to issues of validity, and reliability. Specifically, in both studies difficulties 
with recruitment reduce internal validity. In the first study recruitment of too few 
participants prior to an event, and the majority post event, constrains the possibility 
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of pre/post evaluations with the same participants. In the second study the pre test is 
to a limited extent confused by participants who have recently experienced an event. 
Moreover, despite 66 participants (i.e., 16 groups) declaring that they will not be 
affected by a restructuring event, only 17 participants state that 'no event is affecting 
my team'. 
The second limitation concerns reliability, in particular with regard to the 
operationalization of some measures. Test-retest inter-correlations are not significant 
for impact of restructuring in study 1, and coping action, job insecurity, and impact 
of restructuring in study 2. Moreover post hoc power analysis on study 2 variables 
indicates that four had very low power. This again was due to a lack of 
differentiation between affected and non-affected participants. 
Other methodological limitations: it would have been useful to have norms for the 
WHO-Brev (Quality of Life) questionnaire. The self-efficacy measure used in study 
1 (Schwarzer, 1993) was modified in the light of factor analysis, and two items 
removed. However, this meant that norms could not be compared with means in the 
current study. Absenteeism in both studies, and leadership reliance in study 2, were 
not normally distributed and therefore could not be included in any analyses. There is 
some evidence that the Baron & Kenny (1986) method of testing for mediator effects 
has low statistical power (MacKinnon et al., 2002), nevertheless it is used in 
organizational research (e. g., Tharenou, 2001). There is also some evidence 
regarding the dichotomization of quantitative measures (MacCallum, Zhang, 
Preacher, & Rucker, 2002) whereby the independent variable is split at the median to 
form high and low groups, which are then compared with respect to their means on 
the dependent variable. These authors argue that dichotomization is rarely defensible 
and often will yield misleading results. 
A third limitation is that both studies rely almost exclusively on the use of self-report 
data quantitative data thereby introducing common method variance. In researching 
the topic a preliminary qualitative study could have enhanced the researcher's 
understanding of the issues. The tension between quantitative, and qualitative 
research methods is apparent in this research e.g., open-ended questions regarding 
previous experience of restructuring, and leadership are attempts to gain insight into 
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these issues. The inherent flexibility of the qualitative method means that its anal)1ic 
potential promises to enhance understanding of the processes involved in 
organizational change and to enrich theoretical frameworks. Moreover, there is 
evidence that qualitative methods may enhance understanding of organizational 
change among nurses (e.g.~ Barbour~ 1999). It is argued that focus groups can bridge 
the gap between 'traditional' organizational research and 'new' organizational 
theory. Nevertheless, open-ended questions enhance the assessment of attitudes 
(Esses & Maio, 2002), and as such are a valuable adjunct to the researchers 
understanding. 
9.3 Conclusions 
The five major conclusions that can be drawn from these two studies relate directly 
to the aims and objectives. Firstly, nurses' intention to leave the NHS is a long-
standing problem. NBS restructuring events are not associated with significantly 
higher intentions to leave, but are associated with higher job stress, and job pressure, 
and lower job satisfaction. Secondly, the variables in the Shaw & Barrett-Power 
model explain the psychological processes involved in nurses job satisfaction during 
a restructuring event of the magnitude reported in study 1. Specifically, information, 
including a vision of the future of the organization, participation in decisions that 
affect the event, group coping activities predict job satisfaction. Thirdly, job 
satisfaction, and intention to leave are also predicted as Lazarus & Folkman (1984) 
indicate, by individual difference variables. Fourthly, there is evidence of significant 
ward/group level variance on some dependent variables, indicating that differences 
exist at this level concerning perceptions of stressors, coping action, group stress, and 
group potency. Fifthly, nurses who believe that their group will be successful in 
dealing with a restructuring event are more likely to report that their actual leader is 
'inspiring', which may suggest such leaders are perceived as transformational. 
9.4 Significance of the studies 
There is limited research on the effects ofNHS restructuring in the literature (Taylor 
et aI., 1999; Hannigan, Edwards, Coyle, Fothergill, & Bumard~ 2000), and although 
there is considerable evidence of the effects of downsizing in North America, the 
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current studies add to the literature by their theoretical, methodological, and practical 
significance. 
9.4.1 Theoretical significance of the study 
In terms of theory, the downsizing literature has been characterized as multi-
theoretical (Brockner, 1988), and the development ofa comprehensive theory 
(Kozlowski et aI., 1993), has been criticized as adopting an organizational 
perspective (Shaw et aI., 1997). Moreover, previous attempts to model the effects of 
downsizing have been limited to organizational issues (Cameron et aI., 1988)~ and 
studies of psychological effects have been limited to individual outcomes such as 
unemployment (Liem et aI., 1988). The current study addresses both these issues: it 
has a comprehensive psychological framework, into which management of change 
concepts have been integrated, and acknowledges that the work group may influence 
individual members. 
The Shaw & Barrett-Power conceptual framework (1997) is an attempt to integrate 
the importance of management of change issues with measuring effectiveness at 
three organizational levels during downsizing. Moreover, it incorporates concepts 
inherent in the cognitive theory of stress (Lazarus et aI., 1984), describes 
psychological processes, and responses to downsizing in terms of threat perception 
(Staw et aI., 1981), and evaluates these in terms of short, and long-term adaptation. 
The results of the current study indicate that it has the power to do this at the 
individual level in terms of nurses' job satisfaction, but not in terms of intention to 
leave the NBS during restructuring. Moreover, the results provide evidence of 
temporal changes, which evaluate the effects of restructuring on short, and long-term 
adaptation (i.e., up to one year). 
There is minimal evidence of the efficacy of the Shaw & Barrett-Power conceptual 
framework at the group level, but this can be attributed to methodological issues. 
Nevertheless, perceptions of stressors, coping, potency, and stress at the group level 
are measured. This is theoretically significant insofar as organizational stress 
research has traditionally taken the individual as the unit of analysis, is based on a 
mismatch between stressors and resources, is analyzed predominantly from a 
differential perspective in which individuals are considered as the main agency to 
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manage stress and conceptualized as having negative effects on health and well being 
(Peiro, 2001). The multilevel results indicate that a group level of analysis, which 
includes group factors such as potency, enhances understanding of the factors, and 
processes within organizations. 
9.4.2 The methodological significance of the study 
The methodological significance of the study is intimately linked to its theoretical 
significance. Firstly, the constructs at the individual, and group levels in the Shaw & 
Barrett-Power (1997) model are operationalized. Secondly, by assessing the 
percentage of variance at the two levels the results are not only more reliable, but 
also the level of interventions are clarified. Thirdly, this is the first time the Shaw & 
Barrett-Power model has been tested albeit only at the individual level. 
9.4.3 The practical significance of the study 
The study has significant practical implications, particularly in view of a recent 
headline: 'The nursing shortage is still not sorted' (RCN, 2003), and is associated 
with a huge cost of employing temporary cover i.e., £810b per annum (Audit 
Commission, 2001). 
Restructuring has been a feature ofNHS organizational change particularly during 
the last decade of the twentieth century. Such events are associated with a range of 
economic and political goals, as well as the need to change over time, in order to 
survive. It is therefore likely that they will continue in the future. The results of this 
study provide evidence that nurses' job satisfaction is enhanced by information, and 
participation in decisions that affect them, as well as support from colleagues and 
managers. It is likely to be enhanced by a transformational leadership style. These 
experiences are in turn likely to be associated with a conservation of their own 
resources in an increasingly demanding role, and have the potential to reduce nurses' 
intentions to leave the NHS. 
9.5 Recommendations for future study 
A number of recommendations for future study arise from the current studies. 
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The results indicate that co-worker, and supervisor support is beneficial in terms of 
job satisfaction. Moreover, that job satisfaction is a significant predictor of intention 
to leave. However, there is inconclusive evidence regarding the mechanisms 
involved in coping, and the benefits derived by supervisor support (Beehr et aI., 
2003). On the basis of the latter authors fmdings it is recommended that research 
regarding the sources of nurses' support be investigated. In particular, the extents to 
which congruence between sources of stress, and support reduces the efficacy of 
manager/supervisor support, and the incongruence between clinical supervisor as 
source of stress and support facilitates such support, and thereby job satisfaction. 
Although there is no indication that support has benefits in terms of intention to 
leave, this may be attributed to the congruence between sources of stress, and support 
that the manager represents. In particular, young, single, well educated nurses, and 
those who remain in the same grade may have more difficulty in deriving support 
from a manager who has limited control over opportunities for advancement. 
Whereas he/she may attribute job satisfaction to support regarding patient care & 
services, and personal psychological well-being. 
Other lines of investigation with regard to nurses' job satisfaction could also usefully 
be explored. In particular, in the light of current NBS reforms and the potential for 
additional roles; how nurses are prepared for these, how they are being realized, how 
they are and could be rewarded financially, and evaluated in terms of job satisfaction, 
and nurse wastage from the NHS. There is a need to increase career opportunities, so 
they are not just a token gesture or a means to reduce doctors' work (Allen et aI., 
2000). There is also a need to evolve career opportunities in conjunction with a pay 
scale that rewards such efforts. 
In the light of an increasing number of non-White nurses entering the NHS (Norman, 
2001), and findings in the second study that such nurses' report significantly higher 
restructuring initiatives, and higher coping action, this may provide a useful line of 
research. 
Finally, the Shaw & Barrett-Power model has been successfully tested at the 
individual level. In the light of the availability of appropriate methodology to 
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conduct group level analyses, it is important to develop further the group level 
concepts, and processes, and to test the model at this level. 
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_ AppenJj . ~.1 Study 1 Pre & PosyGroups: Socio-demographic and professional characteristi 
r= Variable Category Pre Group n=210 Post Group n=364 
-- . N % Cumulahve N % Cumulative 
r-Gender Male 16 7.6 7.6 23 6.3 6.3 
Female 194 92.4 100.0 341 93.7 100.0 
!-- 21-24 5 2.5 2.4 Age 7 1.9 1.9 
25-29 18 8.4 11.0 43 11.8 13.8 
30-34 32 15.3 26.2 77 21.1 35.0 
- 35-39 34 16.2 42.4 77 2l.0 56.2 
40-44 29 13.8 56.2 51 13.9 70.2 
45-49 50 23 .8 80.0 40 11.0 81.3 
50-54 28 13.3 93 .3 42 1l.4 92.3 
55-59 12 5.8 99.0 16 4 .3 97.2 
60 & over 2 l.0 100.0 10 2.8 100.0 
Etbnicity African 8 3.8 3.8 10 2.7 2.8 
Afro-Caribbean 6 2.9 6.7 4 1.1 3.9 
Caucasian 180 85.7 86.1 328 90.1 95 .3 
Indian sub continent 7 3.4 96.2 4 1.1 96.1 
Others 8 3.9 99.5 14 3.8 98.9 
Missing 1 .5 100.0 4 1.1 100.0 
Marital Status Live with spouse 139 66.2 66.2 233 64 .0 64.4 
Live with partner 21 10.0 76.2 30 8.2 72.7 
Single 24 1l.4 87.6 70 19.2 92.0 
Separate/divorced/widowed 26 12.4 100.0 28 7.7 99.5 
Missing 
- - - 2 .5 100.0 
Children at home Nil 36 17.1 17.1 44 12.1 12.1 
1 35 16.7 33.8 64 17.6 29.7 
2 57 27.1 60.9 84 23.1 52.8 
3 16 7.6 68.5 26 7.1 59.9 
4 2 l.0 69.5 2 .5 60.4 
5 1 .5 70.0 1 .3 60.7 
Missing 63 30.0 100.0 143 39.3 100.0 
Grade D 48 22.9 22.9 77 21.2 21.2 
E 70 33.3 56.2 135 37.1 58.2 
F 31 14.8 71.0 55 15.1 73.4 
G 40 19.0 90.0 70 19.2 92.6 
H 12 5.7 95 .7 20 5.5 98.1 
Other 9 4.3 100.0 7 l.9 100.0 
Previous Restructuring Yes 85 40.5 41.3 169 46.4 47.2 
No 121 57.6 98.1 189 51.9 98.4 
Missing 4 l.9 100.0 6 1.6 100.0 
Full-timelPart-time Full-time 138 65 .7 65.7 235 64.5 64.6 
Part-time 72 34.3 100.0 125 34.3 98.9 
Maternity/ AgencylBank - - - 4 l.0 100.0 
Average hours per wk 5.00-09.00 1 .5 .5 1 .3 .3 
10.00-19.00 17 8.1 8.6 28 7.7 8.0 
20.00-29.00 32 15.3 23 .9 59 16.2 24.2 
30.00-39.00 110 52.4 76.6 206 56.6 81.0 
40.00-49.00 39 18.6 95 .2 59 16.2 97.2 
-
50.00+ 10 4.7 99.5 10 2.7 99.7 
Missing I .5 100.0 1 .3 100.0 
-
f-. Professional Educati on Enrolled Nurse 3 1.4 1.4 - - -
Registered Nurse 172 8l.9 83 .3 320 87.9 87.9 I--
Diploma in Nursing 26 12.4 95 .7 27 7.4 95.3 
- Project 2000 7 3.3 99.0 6 1.6 97.0 ~ 
Degree in NursinK - - - 5 1.4 98.4 
'----
Honours Degree in Nursing 2 1.0 100.0 6 l.6 100.0 
---
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Please write: today's date _ _ _ 
• ~M~~~mTru~~_~ _________ ~~~~_~~_~~ ____ _ 
• the date when your work environment changes/changed 1_1_1_1_1_1_1 
1. Questions about your job and your family 
1. What grade is yom job? D E F G H Other (circle one) 
2. How many years have you been: a) in this grade? __ 
b) employed on your current ward? __ c) employed in this hospital? __ 
3. Have you previous experience of restructuring? Yes No (circle one item) 
If Yes, please state when & briefly what happened to you _____________ _ 
4. Do you work full-time or part-time? FT PT (circle one item) 
5. How many hours a week do you work (on average) hours 
6. In which clinical area do you currently work? (e.g. Medical) _____________ _ 
7. Please state the title of the ward/unit/department you work on ____________ _ 
8. Please indicate your highest level of professional education qualification (tick one item) 
RND, Diploma in Nursing 0, Project 2000 0, Degree in Nursing 0, 
Honours degree in Nursing 0, Masters degree in Nursing 0, PhD in Nursing D. 
9. Please state other academic qualifications e.g. non nursing degree __________ _ 
10. Please state your age 11. Please state where you were bom. __________ _ 
12. Please state yom ethnic identity (tick one item) 
African 0, Afro-Caribbean 0, Bangladeshi 0, Caucasian (White) 0, Indian 0, 
Pakistani 0, Sri Lankan 0, Other (please state) _______________ _ 
13. Marital status (tick one item) 
Living with spouse 0, Living with partner 0, Single 0, Separated/divorced/widowed O. 
14. How many children a) do you have? __ (If none, please go to question 15) 
14b How many children live with you? Of these children how many are: 
14c under 5 years 14d between 5 & 15 years 14e 16 years old or older __ 
15. What is your sex: Female 0 Male 0 (tick one item) 
2.Yourself 
Please tick your response to these questions: 
Yes No 
1 Does your mood often go up and down? 
2 Do you ever feel "just miserable" for no reason? 
3 Are you an irritable person? 
4 Are your feelings easily hurt? 
5 Do you often feel "fed-up"? 
6 Would you call yourself a nervous person? 
7 Are you a worrier? 
8 Would you call yourself tense or "highly-strung"? 
9 Do you worry long after an embarrassing experience? 
10 Do you suffer from nerves? 
11 Do you often feel lonely? 
12 Are you often troubled about feelings of guilt? 
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3. Family and work 
Read each statement carefully, then indicate the extent to which each statement 
causes you pressure by ticking the appropriate box. If it causes you: 
no pressure tick 1; slight pressure tick 2; moderate pressure tick 3; 
considerable pressure tick 4; extreme pressure tick 5. 
1 I need to absent myself from work to cope with domestic problems 
2 Domestic/family demands inhibit promotion 
3 My superiors do not appreciate my home pressures 
4 Over-emotional involvement 
5 Job versus home demands 
4. Your work environment 
1 2 '"' 4 .) 
Indicate which of the following has affected nurses on your ward/department during the past 
year 
Yes No 
I Vacancies for qualified nurses not filled 
2 Early retirement incentives 
3 Job sharing 
4 Switching to part-time work 
5 Health care assistants or volunteers replacing nurses 
6 Overtime restrictions 
7 Shortened working week 
8 Beds closed 
9 Unit closed 
10 Discontinuation of specialty service 
11 Budget cuts 
12 Working with nurses from other wards/units. 
13 Working in a different building 
14 Other (please state) 
Instructions for the next part of this questionnaire. Please indicate on the horizontal line, 
which point comes closest to the adjective that best describes your thoughts or feelings of 
events in the past year. 
Eg I am looking forward to my holiday 
, , '_x_' , , _________ _ 
with pleasure with anxiety NA 
Please circle NA if the statement does not apply to you. 
15 Changes in the staff on my war<L because less qualified nurses have replaced more 
senior nurses have been 
__ I , , , ___________ _ 
problematic not problematic NA 
16 Changes in nursing staff because less qualified nurses have replaced senior nurses 
have affected patient care 
__ I , , , ___________ _ 
positively negatively NA 
17 Information about restructuring in the hospital newsletter, has been personally 
, , , , , , , , , , , 
not useful useful N A 
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18 Regular information from Managers to staff in my ward, has been 
1 1 I 1 I 1 1 1 I 1 I 
informative not informative NA 
19 Other information such as in-service sessions, bulletins, & lectures, was personally 
1 1 1 1 1 1 1 1 1 1 I 
~~M ~M M 
20 My thoughts about restructuring have been affected through sharing information 
with staff on my ward 
__ I 1 1 I ___________ ~ 
positively adversely NA 
21 My thoughts about restructuring have been affected through sharing information 
with my family and my friends 
__ I 1 1 1 1 _________ ---' 
adversely positively NA 
22 I feel that the number of staff on my ward who have withheld negative information 
about restructuring from me has been 
_I 1 1 1 1 1 ___ _ 
none many NA 
23 I feel that the number of my friends and family who have withheld negative 
information about restructuring has been 
_I 1 1 1 I 1 ___ _ 
many none NA 
24 Input from all levels of the organization during the planning of the restructuring has 
been 
__ 1_- _______________ ~ 
discouraged encouraged NA 
25 The style in which the hospital has managed decisions associated with restructuring 
has been 
__ I I _______________ ~ 
formal informal NA 
26 Getting information from management about the restructuring has been 
1 1 1 1 1 1 1 I 1 1 1 
time consuming easy NA 
27 Decisions affecting important issues, such as staffmoves/other ______ _ 
have been agreed by 
__ I 1 1 _____________ ~ 
'core' people the 'majority' NA 
(please state who _______ -J) 
28 Decisions affecting other issues, such as /quality of patient care/new policies/team 
composition! other !have been agreed by 
1 1 1 1 1 1 
--
the 'majority' 'core' people NA 
(please state who, _______ -J) 
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29 Communication by senior management of where the hospital is going after the 
restructuring have been 
__ I , , , ___________ _ 
clear hazy NA 
30 During early discussions of the proposed restructuring I made statements which 
indicated that I felt 
__ I , , ____________ --
confident uneasy NA 
31 I am aware that my unions' activity in relation to filling job vacancies has been 
, 1 , 1 , , 1 I 1 , 1 
active paSSIve NA 
32 I am aware that my unions' activity in relation to dealing with unfair management 
practices has been 
__ I 1 , _____________ _ 
pasSIve active NA 
33 I am aware that my unions' activity in relation to job insecurity has been 
1 1 I , , , , 1 1 1 1 
active pasSIve NA 
34 I am aware that my unions' activity in relation to working conditions has been 
, , , , , 1 1 1 , 1 1 
pasSIve active NA 
35 In meetings to plan our future together as a ward group, we have been 
1 , , , , , , 1 , 1 1 
active pasSIve NA 
36 In meetings with ward staff I expressed my feelings about the situation 
, , , , I I , , , 1 1 
easily with difficulty NA 
37 I feel that dealing with this situation has made the nurses on my ward 
, , , , , 1 , 1 1 1 I 
exhausted stronger NA 
38 After the move, the hospital will look upon the customs & practices we use now as 
, , , , , , , , , I , 
acceptable not acceptable NA 
39 My wards' loyalty to the organisation has 
, , I 1 111 ___ _ 
decreased increased NA 
40 Efforts that the hospital have planned, to rebuild staff morale in general are 
, , 1 , 1 1 1 1 , 1 1 
n-ot-s-an-· sfactory satisfactory NA 
41 Efforts that the hospital have planned, to rebuild the effectiveness of nursing teams 
are 
__ 1_- _______________ ~ 
satisfactory not satisfactory NA 
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Please answer these questions according to your perception during the past 3 months 
42 The quality of health care provided to patients has been 
I 1 1 1 1 1 1 1 1_ ------= 
lower bigher NA 
43 My working conditions have been affected 
1 I I I I 1 1 ___ ------= 
positively negatively NA 
44 I have had to use new ways to deal with the situation, that are personally 
I_I I I I I I II I I 
effective not effective NA 
(please state what these are ________ --J) 
45 My job performance has been affected 
1 1 I I I 1 1 ___ ------= 
negatively positively NA 
46 Our ability to provide important programmes & services has been affected 
1 I I I I 1 1 1 1 1 1 
positively adversely NA 
47 The amount of non-nursing work done by nurses has 
1 1 I I I I 1 1 1 ____ 
decreased increased NA 
48 The possibility of being "laid off" or made redundant has 
1 I I I I I 1 I I_ ~ 
increased decreased NA 
49 Changing from full-time to part-time working has 
I I I I I 1 I 1 __ ___ 
decreased increased NA 
50 The possibility of demotion has 
1 1 I I I 1 ____ ___ 
increased decreased NA 
51 The possibility of developing new skills has 
I I I 1 I I I 1 __ _ 
decreased increased NA 
52 My situation at work is 
1 1 1 1 1 ___________ _ 
very satisfactory very unsatisfactory NA 
53 My level of involvement in decision making has been 
1 I 1 1 1 1 1 1 1_ ~ 
very unsatisfactory very satisfactory NA 
54 The degree of support I have received in my job has been 
11111I11 1 I~ 
very satisfactory very unsatisfactory NA 
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55 Finding another job in nursing is something I have thought about 
1 1 1 1 1 1 1 I I 1 
----' 
often never NA 
56 Finding ajob outside nursing is something I have thought about 
1 1 1 1 1 1 1 I 1 1 ________ 
never often NA 
57 Given your situation in the hospital, would you have left this job if it were possible 
1 1 I I 1 I I I 1 I 1 
definitely definitely not NA 
58 To find an equivalent job would have been 
1 1 1 I 1 I 1 _________________ _ 
easy difficult NA 
59 Taking everything into account, will you make a genuine effort to find a new job 
with another employer in the coming year 
__ I I I I 1 , __ . _____ _ 
definitely definitely not NA 
60 How many days of scheduled work have you missed during this month? 
(Please circle one figure) 
0 1 2 3 4 5 6 7 8 9 
61 How many of these days did you miss because you were sick? 
(Please circle one figure) 
0 1 2 3 4 5 6 7 8 9 
Questionnaire 2 
Please tick the box that best indicates your usual resp onse to th U 11 e o owmg ( uestlOns: 
I can always manage to solve difficult 
problems if I try hard enough 
2 If someone opposes me, I can fmd means and 
ways to get what I want 
3 It is easy for me to stick to my aims and 
accomplish my goals 
4 I am confident that I can deal efficiently with 
unexpected events 
5 Thanks to my resourcefulness, I know how to 
handle unforeseen situations 
6 I can solve most problems if I invest the 
effort 
7 I can remain cahn when facing difficulties 
because I can rely on my coping abilities 
8 When I am confronted with a problem, I can 
usually find several solutions 
9 If I am in a bind, I can usually think of 
something to do 
10 No matter what comes my way, I'm usually 
able to handle it. 
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Not at all Barely Moderately 
true true true 
9+ 
9+ 
Exactly 
true 
! 
I 
I 
i 
I 
! 
I 
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Appendix 5.2 Study 1: Questionnaire 
Part 1 Instructions: For those events that you feel are more stressful than the standarcL 
circle a number proportionally larger than '5'. If you feel an event is less stressful than the 
standard, circle a number proportionally lower than '5'. For events judged to produce 
approximately the same amount of stress as the ASSIGNMENT OF DISAGREEABLE 
DUTIES, circle the number' 5' . 
STRESSFUL JOB RELATED EVENTS 
1. ASSIGNMENT OF DISAGREEABLE DUTIES ........ 1 
2. Working overtime ......................................................... 1 
3. Lack of opportunity for advancement.. ........................ 1 
4. Assignment of new or unfamiliar duties ...................... l 
5. Fellow workers not doing their job .............................. 1 
6. Inadequate support from supervisor.. ........................... 1 
7. Dealing with crisis situations ...................................... .1 
8. Lack of recognition for good work. .............................. 1 
9. Perfomring tasks not in job description ........................ 1 
10. Inadequate or poor quality equipment.. ....................... 1 
11. Assignment of increased responsibility ....................... 1 
12. Periods of inactivity ..................................................... 1 
13. Difficulty getting along with supervisor ..................... 1 
14. Experiencing negative attitudes to the organization ... 1 
15. Insufficient staff to adequately handle an assignment. 1 
16. Making critical on-the-spot decisions ......................... 1 
17. Personal insult from customer/ consumer/colleague .... 1 
18. Lack of participation in policy-making decisions ....... 1 
19. Inadequate salary ......................................................... 1 
20. Competition for advancement.. ................................... 1 
21. Poor or inadequate supervision ................................... l 
22. Noisy work area ........................................................... 1 
23. Frequent interruptions ................................................. 1 
24. Frequent change from boring to demanding activities1 
25. Excessive paperwork. .................................................. 1 
26. Meeting deadlines ........................................................ 1 
27. Insufficient personal time (e.g. coffee breaks, lunch). 1 
28. Covering work for another colleague .......................... 1 
29. Poorly motivated co-workers ...................................... 1 
30. Conflicts with other departments ................................ 1 
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Appendix 5.2 Study 1: Questionnaire 
Part 2 Instructions: For each of the job-related events listed in Part 1, please indicate the 
approximate number of days during the past 6 months on which you have personally 
experienced this event. Do this by circling a number from '0' to '9+' for each event. Circle 
'0' if the event did not occur during the past 6 months; circle the number '9+' for each event 
that you experienced personally on 9 or more days during the past 6 months. 
STRESSFUL JOB-RELATED EVENTS 
Number of days on which the event 
occurred during the past 6 months 
31. ASSIGNMENT OF DISAGREEABLE DUTIES ... 1 
32. Working overtime .................................................... 1 
33. Lack of opportunity for advancement.. .................... 1 
34. Assignment of new or unfamiliar duties .................. 1 
35. Fellow workers not doing their job .......................... 1 
36. Inadequate support from supervisor.. ....................... l 
37. Dealing with crisis situations ................................... l 
38. Lack of recognition for good work. ......................... l 
39. Performing tasks not in job description ................... l 
40. Inadequate or poor quality equipment. ..................... l 
41. Assignment of increased responsibility .................... 1 
42. Periods of inactivity .................................................. 1 
43. Difficulty getting along with supervisor.. ................. 1 
44 Experiencing negative attitudes toward organisationl 
45. Insufficient staff to adequately handle assignments .. 1 
46. Making critical on-the-spot decisions ....................... l 
47. Personal insult from customer/ consumer/ colleague. 1 
48. Lack of participation in policy-making decisions ..... 1 
49. Inadequate salary ....................................................... 1 
50. Competition for advancement.. ................................. l 
51. Poor or inadequate supervision ................................. l 
52. Noisy work area ........................................................ 1 
53. Frequent interruptions ............................................... 1 
54. Frequent ch: from boring to demanding activities ... 1 
55. Excessive paperwork. ................................................ l 
56. Meeting deadlines ..................................................... 1 
57. Insufficient personal time (e.g., coffee breaks) ....... l 
58. Covering work for another colleague ........................ l 
59. Poorly motivated co-workers .................................... l 
60. Conflicts with other departments .............................. 1 
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Appendix 5.2 Study 1: Questionnaire 
Are you currently ill? Yes No (Please circle one item) 
If something is wrong with your health, what do you think it is? Please write your illness( s) 
or problem(s) here ________________________ _ 
Instructions: This questionnaire asks how you feel about your quality of life, health and 
other areas of your life. Please answer all the questions. If you are unsure about which 
response to give to a question, please choose the ONE that appears most appropriate. This 
can often be your first response. Please keep in mind your standards, hopes, pleasures and 
concerns. I ask that you think about your life in the last two weeks. For example, thinking 
b th I tw k ti· ght k a out e ast o wee s, a ques onnn as 
Not at all Not Moderately A great Completely 
much deal 
Do you get the kind of support 1 2 3 4 5 
from others that you need? 
You should circle the number that best fits how much support you got from others over the 
last two weeks. So you would circle the number 4 if you got a great deal of support from 
others as follows: 
Not at all Not Moderately A great Completely 
much deal 
Do you get the kind of support 1 2 3 4 5 
from others that you need? 
Very poor Poor Neither poor Good Very good 
nor good 
1 How would you rate your 1 2 3 4 5 
_quality of life? 
Very Dissatisfied Neither Satisfied Very 
dissatisfied satisfied nor satisfied 
dissatisfied 
2 How satisfied are you with 1 2 3 4 5 
your health? 
The following questions ask about how much you have experienced certain things in the 
last two weeks . 
Not at 
all 
3 How much do you feel that pain 1 
prevents you from doing what you 
need to do? 
4 How much do you need medical 1 
treatment to function in your daily life? 
5 How much do you enjoy life? 1 
Not at 
all 
6 To what extent do you feel life to be 1 
meaningful? 
7 How well are you able to concentrate? 1 
8 How safe do you feel in your daily 1 
life? 
9 How healthy is your physical 1 
environment? 
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A A moderate Very An extreme 
little amount much amount 
2 3 4 5 
2 3 4 5 
2 3 4 5 
A A moderate Very Extremely 
little amount much 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
Appendix 5.2 Study 1: Questionnaire 
The following questions ask about how completely you experienced or were able to do 
. thin . hi ks certam LgS m t east two wee . 
Not at A Moderately Mostly Completely 
all little 
10 Do you have enough energy for 1 2 3 4 5 
everyday life? 
11 Are you able to accept your bodily 1 2 3 4 5 
appearance/ 
12 To what extent do you have enough 1 2 3 4 5 
money to meet your needs? 
13 How available to you is the 1 2 3 4 5 
information that you need in your 
day-to-day life? 
14 To what extent do you have the 1 2 3 4 5 
opportunity for leisure activities? 
The following questions ask you to say how good or satisfied you have felt about various 
f liti th I k aspects 0 your e over east two wee s. 
Very Poor Neither poor Good Very good 
poor nor good 
15 How well are you able to get around? 1 2 3 4 5 
16 How satisfied are you with your sleep? 1 2 3 4 5 
17 How satisfied are you with your ability 1 2 3 4 5 
to perform daily living activities? 
18 How satisfied are you with your capacity 1 2 3 4 5 
for work? 
19 How satisfied are you with yourself? 1 2 3 4 5 
20 How satisfied are you with your personal 1 2 3 4 5 
relationships? 
21 How satisfied are you with you sex life? 1 2 3 4 5 
22 How satistied are you with the support 1 2 3 4 5 
you get from friends? 
23 How satisfied are you with the 1 2 3 4 5 
conditions of your living space? 
24 How satisfied are you with your access 1 2 3 4 5 
to health services? 
25 How satisfied are you with your 
transport? 
The following questions refer to how often you have felt or experienced certam things in the 
last two weeks . 
Never Seldom Quite often 
26 How much do you have negative 1 2 3 
feelings, such as blue mood, despair, 
anxiety, depression? 
Not at all Not much A moderate 
amount 
27 How fed up do you feel? 1 2 3 
Very Dissatisfied Neither 
dissatisfied satisfied nor 
dissatisfied 
28 How satisfied are you with 1 2 3 
your level of happiness? 
Thank you very much for completing these questionnaires. 
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Very often Always 
4 5 
Very An extreme 
much amount 
4 5 
Satisfied Very 
satisfied 
4 5 
Appendix 5.3 Study 1: Preliminary dimensionality and reliability coefficients of 
scales & sub-scales devised or modified for the studv (n=136) 
Scale or sub-scale Items Mean Scale Score Commonalities PCA Variance Reliabili ty 
N Min Max Min Max Eigen>1 0/0 a 
Restructuring initiatives 16 6.73 0 13.00 
- - - -
.63 
Neuroticism 12 5.07 0 12.00 .446 .698 4 62.37 .74 
Homework Conflict 5 9.22 5 20.00 .439 .626 1 50.61 .75 
Restriction of Information 9 .398 .640 2 51.69 .72 
Constriction of Control 2 .640 .640 1 63.97 .43 
Information & participation 11 57.49 8 95.00 .394 .707 3 56.00 .74 
Union activity 4 11.17 0 39.00 .621 .810 1 71.62 .87 
Group coping 3 14.76 0 30.00 .424 .683 1 58.29 .64 
Org: loyalty & support 3 11.85 0 27.00 .468 .774 1 61.25 .68 
Coping action 10 37.78 0 75.00 .503 .817 3 67.95 .75 
Job insecurity 2 4.88 0 20.00 - - - - .67 
Job satisfaction 4 22.50 0 39.00 .460 .691 1 57.02 .74 
Self-efficacy 8 25.70 12 32.00 .319 .675 1 52.61 .87 
JS-X 60 24.70 0.70 63.15 .601 .795 15* 69.68 S: .91; F: .91 
JP-X 20 29.48 0.72 73.87 .371 .746 5 60.88 S: .87; F: .79 
LS-X 20 22.32 0.68 66.60 .440 .811 5 62.86 S: .83; F: .85 
QOL I (Physical) 7 80.23 17.86 100.00 .336 .772 2 60.39 .77 
QOL 2 JPsychological) 8 70.10 25.00 100.00 .342 .699 1 51.90 .86 
QOL 3 (Social) 3 76.53 16.67 100.00 .362 .760 1 61.52 .68 
QOL 4 (Environment) 8 69.39 15.63 100.00 .414 .659 2 55.72 .77 
Intention to quit 4 22.84 0 40.00 .531 .787 1 67.28 .84 
Absenteeism 2 .08 -2.00 10.00 - - - - .94 
Impact of restructuring 4 17.91 0 40.00 .431 .763 1 61.70 .79 
--- -
Key. PCA: Principal Components Analysis; S: Severity; F: Frequency; * failed to converge in 25 iterations. 
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A dix 5.4 Study I R 
-- --
------- -------~------ --. __ . -~~~r' ~~- ~~ --•.. --~~ ~--~~b~ 
-
Burke (1997), and Brown (1998) 
Greenglass & Burke (1997) Brown (1998) 
1. Staff layoffs 
-
2. Beds closed Beds closed 
3. Units closed Unit closed 
4. Wage freeze 
-
5. Hiring freeze 
-
6. Wage rollback -
7. Budget cuts Budget cuts 
8. Early retirement incentives Early retirement incentives 
9. Job sharing Job sharing 
10. Switching to part-time Switching to part-time work 
1 1 . Overtime restrictions Overtime restrictions 
12. Shortened working week Shortened working week 
13. Shortened working year -
14. Not filling job vacancies Vacancies for qualified nurses not filled 
15. Bumping nurses following a layoff - I I 
notice from units of choice I 
16. Discontinued specialty service Discontinuation of specialty service 
- Nurses on lower grades have replaced 
those on higher grades (2 items) 
-
Health care assistants or volunteers 
replacing nurses , 
-
Working with nurses from other wards 
-
Working in a different building 
-
Other (open ended question} 
----- "---- -----
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Appendix 5.5 JS-X: Means, standard deviations, and Cronbach's alpha (Spielberger 
& Reheiser, 1994) 
Females N Mean SD Alpha 
ManageriallProfessional 
JSS Scales (30 items) 340 20.37 10.37 .88 
Severity 340 4.95 1.10 .91 
Frequency 340 3.68 1.66 .89 
Appendix 5.6 JP-X: Means, standard deviations, and Cronbach's alpha (Spielberger 
& Reheiser, 1994) 
Females N Mean SD Alpha 
ManageriallProfessional 
Job Pressure Scale 334 23.01 13.00 .81 
Severity 331 4.54 1.38 .85 
Frequency 340 4.62 2.18 .84 
Appendix 5.7 LS-X: Means, standard deviations, and Cronbach's alpha (Spielberger 
& Reheiser, 1994) 
Females N Mean SD Alpha 
ManageriallProfessional 
Lack of Support Scale 327 19.48 14.30 .80 
Severity 318 5.45 1.46 .84 
Frequency 340 3.18 2.12 .83 
Appendix 5.8 WHOQOL-Brev: Validity, Cronbach's alpha, and test-retest reliability 
coefficients (WHO 1998) , 
Domain N Cronbach's Discriminant Reliability Test-retest 
alpha t p 
1. Physical 3882 .84 36.4 .001 .66 
2. Psychological 3882 .77 24.0 .001 .72 
3. Social 3882 .69 16.2 .001 .76 
4. Environment 3882 .80 21.1 .001 .87 
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Appendix 5.9 UniS 
INFORMATION SHEET 
The effects of restructuring on the work group and 
Trust 
University 
of Surrey 
Guildford 
Surrey GU2 5XH, UK 
Telephone 
+44 (0) 1483 300800 
nuwmiWal nurses i 
+44 (0) 1483 300803 
School of 
Human 
Sciences 
This study is taking place in a number ofNHS Trusts and :6 s part of a PhD proj ct. It is 
being undertaken by Hilary Brown, who was Medical Ward Sister and now teache nurses ill 
Bournemouth. 
The purpose of the investigation is to study the personal an work group (ward/uni ) factors 
that influence the way in which qualified nurses respond to estructuring of the wo king 
environment. A number of NBS Trusts will be restructuring over the next 5 years d it is 
with this in mind that the investigation is being undertaken. The effects of restructuring 
experiences among nurses in Canada and the United States of America suggest that while 
some see it as a challenge others are adversely affected; while some believe patient care is 
improved, others believe it is adversely affected. No studies of the effects on general hospital 
nurses in this country have been reported to date. This investigation is designed to identify 
the factors that contribute to successful restructuring. 
Staff will be approached on two occasions separated by a six-month interval to contribute. 
Information will be collected from all participating staff through 4 questionnaires, which 
take approximately 40 minutes to complete. Staffwho wish to be more involved may also 
take part in a focus group, or personal interview (which will be audio-taped), or self, peer 
and supervisor evaluation of clinical performance. 
There will be an opportunity to discuss the study at a number of infonnal meetings as well as 
individually with the researcher should you require more infonnation. 
Please be assured that you may decline to participate in the study without giving reasons or 
incurring displeasure or penalty. You will be free to withdraw at any time without giving a 
reason and without incurring displeasure or penalty. 
All contributions will be confidential to the researcher, who ensures their security. 
Participants will select a personal identifier, which will be used throughout the study. All 
staff will receive feedback, if requested, on their questionnaire responses or other 
contributions. Feedback to managers will comprise mean questionnaire scores for each ward 
and major themes that emerge from the information as a whole. 
The Local Research Ethics Committee review of the study has been undertaken but 
participants should not be misled by any connotations this may imply. Should you wish to 
make contact, in confidence, with the Research Ethics Committee the name and address to 
which you should write is: ******************, Research Ethics Co-ordinator, 
************************** Health Authority, 
********************************************************************** 
*****************, or telephone *************. You may contact Hilary Brown, either 
in writing at Bournemouth House, 17 Christchurch Road, Bournemouth BHl 3LG, or by 
phone: 01202 ******, if any problems arise in connection with the study. 
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Appendix 5.10 UniS 
CONSENT FORM 
University 
of Surrey 
Guildford 
Surrey GU2 5XH, UK 
Telephone 
+44 (0)1483 300800 
Facsimile 
+44 (0)1483 300803 
School of 
Human 
Sciences 
Study Title: The effects of restructuring on the work group and individual nurses in 
anNHS Trust 
Please complete the following: 
Have you read the Information Sheet? 
Have you had an opportunity to ask questions and discuss this study? 
Have you received satisfactory answers to all your questions? 
Have you received enough information about the study? 
Please cross out 
as necessary 
Yes INo 
Yes INo 
Yes INo 
Yes INo 
To whom have you spoken? ............................................................................................................. . 
Do you understand that you are free to withdraw from the study: 
• At any time? 
• Without having to give a reason for withdrawing? 
• Do you agree to take part in this study? 
Signed ................................................................................. . 
Yes I No 
Yes INo 
YeslNo 
Date .................................. , 
(Name In block letters) .................................................................................................................... . 
Signed (Researcher): ........................................................... . Date 
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Appendix 5.11 Study 1 a Pre Group: Means, standard deviations, and normality 
(n=210) 
Variable Mean SD Min Max Skew Kurtosis 
Restructuring Initiatives 6.28 3.04 0 15.00 .08 -.44 
Information & participation 55.78 21.09 5.00 116.00 -.02 -.17 
Coping action 37.37 19.59 0 91.00 -.02 -.48 
Job Insecurity 6.99 5.98 0 20.00 .28 -1.06 
Job Satisfaction 21.95 8.42 0 40.00 -.34 -.22 
Self-Efficacy 31.30 4.09 16.00 39.00 -.21 .27 
JS-X 25.46 12.99 1.03 74.22 .42 .15 
JP-X 31.64 15.14 0 80.10 .12 -.41 
LX-X 22.69 16.18 0 65.70 .75 -.20 
QOL 1 (Physical) 78.09 16.19 17.86 100.00 -1.10 1.21 
QOL 2 (Psychological) 68.59 15.96 12.50 100.00 -.47 .04 
QOL 3 (Social) 73.87 20.21 8.33 100.00 -.73 .12 
QOL 4 (Environment) 68.37 13.72 15.63 100.00 -.33 .72 
Intention to Quit 19.37 10.48 0 40.00 -.19 -.76 
Absenteeism .16 .97 0 10.00 7.51 62.75 
Impact of Restructuring 16.89 8.07 0 40.00 .17 .13 
Appendix 5.12 Study la Post Group: Means, standard deviations, and normality 
(n=364) 
Variable Mean SD Min Max Skew Kurtosis 
Restructuring Initiatives 6.77 2.61 0 14.00 -.18 .16 
Information & participation 58.17 19.58 0 107.00 -.27 .26 
Coping action 39.99 16.85 0 88.00 -.10 -.22 
Job Insecurity 8.75 6.10 0 20.00 .01 -1.00 
Job Satisfaction 22.02 7.94 0 40.00 -.12 -.34 
Self-Efficacy 30.76 4.04 13.00 40.00 -.42 1.56 
JS-X 26.09 12.18 0 63.17 .25 -.43 
JP-X 30.90 14.23 0 75.68 .31 -.36 
LS-X 24.83 15.37 0 76.54 .54 -.14 
QOL 1 (Physical) 77.40 15.72 17.86 100.00 -1.12 1.51 
QOL 2 (Psychological) 68.10 15.97 8.33 95.83 -.80 1.01 
QOL 3 (Social) 70.51 21.05 0 100.00 -.69 .24 
QOL 4 (Environment) 68.05 14.51 18.75 100.00 -.55 .36 
Intention to Quit 19.94 10.30 0 40.00 .15 -.97 
Absenteeism .12 1.11 -5.00 10.00 6.24 55.82 
Impact of Restructuring 17.65 7.74 0 40.00 .25 -.10 
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Appendix 5.13 Study 1 Pre and Post Groups: Missing values in = 574) 
Variable Time 1 Time 2 
Maxmv % Maxmv % Maxmv % Maxmv 0/0 
per item per scale per item per scale 
Restructuring Initiatives 24 4 53 9 17 6 22 8 
Neuroticism 7 1 15 3 6 2 11 4 
Home-Work Conflict 10 2 12 2 8 3 34 12 
Restriction of Information 9 2 20 3 3 1 9 " ,) 
Constriction of Control 27 5 35 6 13 5 16 6 
Tnfonnation & participation 27 5 48 8 13 5 21 8 
Union Activity 13 2 22 4 7 3 10 4 
Group Coping 12 2 19 3 3 1 3 1 
Organizational loyalty & support 12 2 15 3 3 1 4 1 
Coping action 13 2 38 7 7 3 15 5 
Job Insecurity 7 1 8 1 3 1 3 1 
Job Satisfaction 6 1 8 1 3 1 4 1 
Self-Efficacy 8 1 13 2 4 1 6 2 
JS-X (severity) 17 3 
- - 10 4 - -
JS-X (frequency) 59 10 - - 18 6 - -
JP-X (severity) 7 1 - - 4 1 - -
JP-X (frequency) 31 5 - - 12 4 - -
LS-X (severity) 14 2 - - 6 2 - -
LS-X (frequency) 49 9 - - 15 5 - -
QOL 1 (Physical) 6 1 - - 5 2 - -
QOL 2 (Psychological) 6 1 - - 5 2 - -
QOL 3 (Social) 17 3 - - 14 5 - -
QOL 4 (Environment) 20 3 - - 5 2 - -
Intention to Quit 8 1 13 2 3 1 5 1 
Absenteeism 6 1 6 1 4 1 4 1 
Impact of Restructuring 16 3 25 4 8 3 10 4 
Key. my: missing values 
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Appendix 5.14 Study 1b Pre Group: Means, standard deviations, and normality 
(n=71) 
Variable Mean SD Min Max Skew Kurtosis 
Restructuring Initiatives 7.09 2.85 2.00 13.00 -.02 -.70 
Information & participation 62.45 17.57 35.00 102.00 .41 -.96 
Coping action 38.67 15.70 4.00 72.58 -.16 -.66 
Job Insecurity 5.75 5.30 0 18.00 .46 -.77 
Job Satisfaction 21.30 7.65 8.00 40.00 .27 -.77 
Self-Efficacy 30.25 4.18 16.00 39.00 -.69 1.77 
JS-X 25.63 13.10 2.40 53.68 .20 -.72 
JP-X 30.87 14.34 0 53.53 -.25 -1.00 
LS-X 23.76 17.36 0.66 65.70 .71 -.50 
QOL 1 (Physical) 79.78 12.50 50.00 100.00 -.77 -.22 
QOL 2 (Psychological) 67.58 14.57 29.17 100.00 -.54 .01 
QOL 3 (Social) 75.35 17.79 33.33 100.00 -.42 -.50 
QOL 4 (Environment) 68.50 14.30 15.63 96.88 -.91 2.10 
Intention to Quit 22.90 10.00 0 40.00 -.34 -.48 
Absenteeism .09 .60 0 5.00 7.99 65.46 
Impact of Restructuring 16.33 6.50 0 34.00 .13 .20 
Appendix 5.15 Study 1b Post group: Means, standard deviations, and normality 
(n=188) 
Variable Mean SD Min Max Skew Kurtosis 
Restructuring Initiatives 6.79 2.71 0 14.00 -.00 .10 
Information & participation 55.90 17.98 0 103.00 -.27 .43 
Coping action 39.01 16.79 0 81.00 -.15 -.11 
Job Insecurity 7.32 5.17 0 20.00 .21 -.74 
Job Satisfaction 21.64 7.60 0 39.00 -.06 -.23 
Self-Efficacy 31.14 4.40 10.00 40.00 -1.16 4.16 
JS-X 25.90 11.88 1.14 63.17 .27 -.30 
JP-X 31.25 14.00 1.16 75.68 .22 -.32 
LS-X 23.91 15.16 0 68.80 .63 .03 
QOL 1 (Physical) 76.65 15.63 17.86 100.00 -.98 .90 
QOL 2 (Psychological) 67.13 15.64 8.33 95.83 -1.07 1.82 
QOL 3 (Social) 71.10 20.63 0 100.00 -.79 .88 
QOL 4 (Environment) 66.65 14.44 18.75 96.88 -.62 .55 
Intention to Quit 23.29 10.92 0 40.00 -.17 -.99 
Absenteeism .10 1.06 -5.00 10.00 5.29 51.13 
Impact of Restructuring 17.04 7.25 0 40.00 .15 .03 
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Appendix 5.16 Study 1 c Time 1 Groups 1-5: Socio-demographic & professional 
characteristics (n=351) 
Variable Category Groups 1-4 (n=259) Group 5 (n=92) 
N % Cumulative N % Cumulative 
Gender Male 16 6.2 6.2 6 6.5 6.5 
Female 243 93.8 100.0 86 93.5 100.0 
Age 21-24 9 3.5 3.5 15 16.3 16.3 
25-29 38 14.7 18.2 21 22.8 39.1 
30-34 43 16.6 34.8 14 15.2 54.3 
35-39 44 17.0 51.8 8 8.7 63.0 
40-44 38 14.7 66.5 17 18.5 81.5 
45-49 34 13.1 79.9 7 7.6 89.1 
50-54 32 12.4 92.3 5 5.4 94.6 
55-59 14 5.4 97.7 4 4.3 98.9 
60 & over 7 2.7 100.0 1 1.1 100.0 
Ethnicity African 11 4.2 4.3 3 3.3 3.3 
Afro-Caribbean 6 2.3 6.6 - - -
Caucasian 222 85.7 92.3 87 94.6 97.9 
Indian sub continent 4 1.6 93.9 1 1.1 98.9 
Others 16 5.6 99.3 1 1.1 100.0 
Missing 2 .8 100.0 - - -
Marital Status Live with spouse 158 61.0 61.0 50 54.3 54.3 
Live with partner 33 12.7 73.7 10 10.9 65.2 
Single 45 17.4 91.1 26 28.3 93.5 
Separatel di vorced/widowed 22 8.5 99.6 5 5.4 98.9 
Missing IOther 1 .4 100.0 1 1.1 100.0 
Children at home Nil 38 14.7 14.7 7 7.6 7.6 
1 45 17.4 32.1 9 9.8 17.4 
2 50 19.3 51.4 18 19.6 37.0 
3 14 5.4 56.8 9 9.8 46.8 
4 1 .4 57.2 - - -
5 2 .8 58.0 1 1.1 47.9 
Missing 109 42.0 100.0 48 52.1 100.0 
Grade C&D 60 23.0 23.0 40 43.5 43.5 
E 97 37.5 60.5 30 32.6 76.1 
F 42 16.2 76.7 11 12.0 88.1 
G 46 17.8 94.5 10 10.9 89.9 
H 12 4.6 99.1 1 1.1 100.0 
Other 2 .8 100.0 - - -
Previous Restructuring Yes 123 47.5 47.5 23 25.0 25.0 
No 132 51.0 98.5 68 73.9 98.9 
Missin& 4 1.5 100.0 1 1.1 100.0 
Full-timelPart-time Full-time 181 69.9 69.9 58 63.0 63.0 
Part-time 75 29.0 98.8 31 33.7 96.7 
Maternityl Agency/Bank 3 1.2 100.0 3 3.3 100.0 
Average hours per wk 10.00-19.00 22 8.5 8.5 3 3.3 3.3 
20.00-29.00 28 10.8 19.3 16 17.4 20.7 
30.00-39.00 154 59.5 78.8 64 69.5 90.2 
40.00-49.00 44 17.0 95.8 8 8.7 98.9 
50.00+ 10 3.9 99.6 - - -
Missing 1 .4 100.0 1 1.1 100.0 
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Appendix 5.16 (continued) Study lc Time 1 Groups 1-5: Socio-demographic & professional 
characteristics (n=351) 
Variable Category Groups 1-4 (n=259) Group 5 (n=92) 
N % Cumulative N % Cumulative 
Professional Enrolled Nurse 3 1.2 1.2 
- - -
Education Registered Nurse 207 79.9 81.1 70 76.1 76.1 
Diploma in Nursing 26 10.0 91.1 14 15.2 91 3 
Project 2000 11 4.2 95.3 3 3.3 94.6 
Degree in Nursing 5 1.9 97.2 3 3.3 97.9 
Honours Degree in Nursing 7 2.7 100.0 1 1.1 98.9 
Masters Degree in Nursing 
-
- - 1 1.1 !OO.O 
Clinical area General Hospital: Critical Care 61 23.6 23.6 13 14.1 14.1 
General Hospital: Medical 33 12.8 36.4 14 15.2 29.3 
General Hospital: Surgical 35 13.5 49.9 29 31.5 60.9 
General Hospital: Elderly 47 18.1 68.0 16 17.4 78.3 
General Hospital: PaediatriclN eonatal 11 4.2 72.2 2 2.2 80.4 
General Hospital: OPDlDay Care 26 10.0 82.2 6 6.5 87.0 
General Hospital: Specialist Ward 24 9.3 91.5 8 8.7 95.7 
Mental Illness Hospital 7 2.7 94.2 1 1.1 96.7 
General: Community 5 1.9 96.1 2 2.2 98.9 
Mental Illness: Community 1 .4 96.5 - - -
Nursing Administration 4 1.5 98.0 - - -
Others 5 1.9 100.0 1 1.1 100.0 
Appendix 5.17 EPQ-R Short Scale: Means & standard deviations, (Eysenck & 
E k 1993) ,ysenc , 
Females by aze Mean SD 
21-30 5.17 3.35 
31-40 5.75 3.46 
41-50 5.24 3.41 
51-60 4.49 3.70 
Appendix 5.18 Home-work conflict: Means, and standard deviations (Harris et aI., 
1989) 
Means & SD for Rural based nurses Means & SD for Urban based nurses 
Type N Mean SD Type N Mean SD 
Total 515 7.6 2.8 Total 470 7.9 3.0 
Community 190 8.0 2.9 Community 190 8.6 3.3 
Hospital 272 7.5 2.8 Hospital 272 7.5 2.8 
Sister/Charge nurse 394 7.6 2.8 Sister/Charge nurse 394 8.1 3.0 
Nursing Officer 80 7.6 2.8 Nursing Officer 80 7.3 2.7 
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Appendix 5.19 Study Ie Time 1 Groups 1-4: Means, standard deviations, & normality 
(n=259) 
Variable Mean SD Min Max Skew Kurtosis 
Grade - - - - .61 -.45 
Years in grade 6.20 4.83 1.00 21.00 1.00 .50 
Years on ward 5.61 4.63 1.00 21.00 1.35 1.46 
Years in hospital 8.69 6.50 1.00 21.00 .63 -.85 
Previous experience ofRS - - -
- .10 -2.01 
Full-time or part-time 
- - - - l.67 3.84 
Average hours per week 34.61 8.53 10.00 60.00 -.81 .74 
Professional Education - - - - 2.74 7.57 
Age 39.79 10.05 22.00 68.00 .32 -.67 
Ethnicity - - - - 3.05 12.20 
Marital status - - - - l.06 -.27 
Children at home l.34 l.06 0 5.00 .58 .51 
Gender - - - - 3.66 1l.50 
Restructuring Initiatives 6.87 2.74 0 14.00 -.00 -.16 
Neuroticism 4.49 2.94 0 12.00 .52 -.28 
Home-Work Conflict 9.38 3.91 5.00 23.00 .81 .06 
Information & participation 57.70 18.08 0 103.00 -.10 .24 
Coping action 38.92 16.47 0 81.00 -.15 -.24 
Job Insecurity 6.89 5.24 0 20.00 .26 -.79 
Job Satisfaction 21.54 7.60 0 40.00 .03 -.41 
Self-Efficacy 30.89 4.35 10.00 40.00 -1.01 3.40 
JS-X 25.82 12.20 1.14 63.17 .24 -.44 
JP-X 31.14 14.07 0 75.68 .09 -.52 
LS-X 23.87 15.75 0 68.80 .65 -.16 
QOL 1 (Physical) 77.51 14.88 17.86 100.00 -.99 .95 
QOL 2 (psychological) 67.25 15.33 8.33 100.00 -.95 1.43 
QOL 3 (Social) 72.27 19.95 0 100.00 -.74 .77 
QOL 4 (Environment) 67.15 14.40 15.63 96.88 -.69 .87 
Intention to Quit 23.18 10.66 0 40.00 -.20 -.88 
Absenteeism .09 .95 -5.00 10.00 5.76 58.65 
Impact of Restructuring 16.85 7.05 0 40.00 .16 .08 
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A ~ppen dix 5 20 Stud 1 T' 1 Or ly C 1ll1e oup 5 M d dd .. eans, stan ar eVlatIons, & nonnality (n=92) 
Variable Mean SD Min Max Skew Kurtosis 
Grade - - - - .89 -.03 
Years in grade 4.35 4.04 1.00 21.00 1.95 4.79 
Years on ward 3.61 3.36 1.00 18.00 1.91 3.80 
Years in hospital 5.48 4.69 1.00 21.00 1.53 2.13 
Previous experience ofRS - - - - 1.17 -.64 
Full-time or part-time - - - - 1.46 2.75 
Average hours per week 33.73 7.09 10.50 47.00 -l.14 .87 
Professional Education - - - - 2.88 9.03 
Age 35.03 9.87 22.00 59.00 .54 -.69 
Ethnicity - - - - 5.72 50.44 
Marital status - - - - .74 -.69 
Children at home 1.75 1.10 0 5.00 .20 .44 
Gender - - - - 3.58 11.06 
Restructuring Initiatives 5.92 2.36 0 13.00 .20 .38 
Neuroticism 3.63 2.77 0 10.00 .30 -1.00 
Home-Work Conflict 9.04 3.64 5.00 20.00 .74 -.16 
Information & participation 62.73 17.89 18.00 109.00 -.28 .22 
Coping action 42.36 17.23 11.00 78.00 .14 -.94 
Job Insecurity 5.68 4.97 0 19.00 .52 -.55 
Job Satisfaction 23.39 8.20 0 39.00 -.54 .21 
Self-Effi cacy 31.29 4.11 20.00 40.00 -.28 .29 
JS-X 21.71 13.01 .70 63.15 .96 .95 
JP-X 27.29 15.89 .72 73.87 .69 .24 
LS-X 19.42 14.36 .26 66.60 1.21 l.34 
QOL 1 (Physical) 81.11 11.79 42.86 100.00 -.73 .81 
QOL 2 (psychological) 72.73 13.46 33.33 100.00 -.47 .64 
QOL 3 (Social) 75.58 18.89 8.33 100.00 -.80 .75 
QOL 4 (Environment) 71.84 11.45 46.88 100.00 .01 -.16 
Intention to Quit 23.18 10.73 0 40.00 -.35 -.78 
Absenteeism .12 1.05 0 10.00 9.45 90.05 
Impact of Restructuring 20.08 8.73 0 37.00 -.43 .06 
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Table 5.21 StudY 1 c T' 2G 1-5: M dard d d' d val 
-.c: ~ > - , • t-' ~- - -- -
VariabJe Time 2 (n=279) Unstandardized predicted values (n=666) Time 2 imputed values (n=666) I 
Mean SD Skew Kurt Min Max Mean SD Skew Kurt Min Max Mean SD Skew Kurt Min Max 
RI 6.27 2.63 -.06 -.37 0 13.00 6.20 1.80 .02 -.10 1.03 11.99 6.20 2.23 -.00 -.00 0 13.00 
N 4.03 2.78 .58 -.19 0 12.00 3.98 2.06 .39 -.30 -0.03 1l.06 3.98 2.38 .55 .08 -1.03 12.00 
HWC 9.21 3.75 .79 .08 5.00 22.00 9.19 2.76 .44 -.29 1.89 18.25 9.19 3.25 .68 .19 1.89 22.00 
I&P 53.36 20.62 -.31 -.19 0 110.00 53.10 12.22 -.32 -.06 17.16 84.88 53.10 16.38 -.33 .49 0 110.00 
CA 38.63 17.80 -.12 -.31 0 92.00 37.75 10.94 -.46 1.24 -16.05 69.07 37.75 14.37 -.21 .70 -16.05 92.00 
lIN 5.83 5.26 .59 -.48 0 20.00 6.11 2.70 .77 .93 -.16 16.91 6.11 4.00 .59 .55 -.16 20.00 
lS 22.70 7.46 -.22 .32 0 40.00 22.58 4.16 -.16 .11 8.44 34.38 22.58 5.88 -.23 1.12 0 40.00 
SE 22.85 3.44 -.24 .14 14.00 32.00 25.95 2.22 -.34 1.29 15.52 32.34 25.95 2.76 -.27 .91 14.00 32.34 
lS-X 24.05 12.37 .31 -.38 .60 55.40 24.15 9.45 .21 -.09 -2.43 58.53 24.14 10.73 .22 -.14 -2.43 55.40 
lP-X 29.84 14.62 .20 -.33 1.05 73.80 29.18 9.84 .12 -.13 -.23 62.38 29.18 12.07 .22 .16 -.23 73.80 
LS-X 22.04 15.40 .71 -.11 0 66.42 22.46 11.11 .53 -.16 0 57.66 22.46 13.18 .64 .08 0 66.42 
QOLl 79.58 14.92 -1.00 1.04 21.43 100.00 78.90 10.19 -.85 .85 39.42 98.82 78.90 12.44 -.89 1.28 21.43 100.00 
QOL2 68.58 15.36 -.55 .27 20.83 100.00 68.81 10.96 -.68 .83 24.47 95.83 68.81 12.99 -.59 .74 20.83 100.00 
QOL4 70.00 14.16 -.66 .44 15.63 100.00 69.40 10.21 -.48 .55 31.74 93.36 69.40 12.12 -.48 .56 15.63 100.00 
ITQ 22.80 10.21 -.12 -.89 0 40.00 22.85 7.37 -.15 -.81 6.04 38.40 22.85 8.79 -.15 -.70 0 40.00 
AB .13 1.05 5.98 50.52 -4.00 10.00 .11 .24 1.35 1.47 -.36 1.05 .11 .70 8.39 108.05 -4.00 10.00 
IR 18.58 8.02 .12 .02 0 40.00 18.79 L-4.34 .12 -.01 7.20 32.70 18.79 6.15 .10 1.07 0 40.00 
- -- --
-~ 
------ - ~ - --
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Variables in Logistic Re lfession - Enter Logistic Re ~ession - Backward 
Block 
-2LL X2 T2 % respond Variable B Sig -2LL X2 Sig T2 % respond Variable B Sig \ 
S!g. Yes Total Model Yes Total 
la Grade 894.479 .015 22.9 59.2 Grade 
-
.019 894.479 .015 22.9 59.2 Grade - .019 
H+ -.712 .048 H+ -.712 .048 
Ib Clinical 874.415 .006 23.3 60.3 Admin -2.213 .040 881.595 .000 23.3 60.3 Clinical - .039 
Area H+ -.330 .397 MHLDH -1.001 .047 
Admin -2.394 .022 
Ie Prof: 87l.005 .005 25.8 60.7 Admin -2.144 .047 87l.010 .005 25.8 60.7 MHLDH -1.001 .047 
Education Admin -2.394 .022 
1d Marital 864.028 .003 34.1 60.6 Admin -2.101 .052 864.028 .003 34.1 60.6 MHLDH -1.021 .044 
status Single .476 .031 Admin -2.378 .023 
Single .445 .037 
2a JS-X 862.838 .003 33.7 61.2 Sin~le .509 .022 862.838 .003 33.7 61.2 Single .476 .031 
2b JP-X 859.877 .002 33.7 61.2 Single .513 .022 859.877 .002 33.7 61.2 Admin -2.110 .051 
JS-X -.027 .043 Single .513 .022 
JS-X -.027 .043 
2c QOLI 858.465 .002 33.7 60.8 Single .498 .026 858.465 .002 33.7 60.8 Single .513 .022 
JS-X -.027 .043 
2d QOL2 856.904 .002 37.3 63.2 Single .487 .029 856.904 .002 37.3 63.2 Single .513 .022 
JS-X -.027 .043 
2e QOL3 855.199 .002 36.2 61.5 Sin~le .554 .016 855.l99 .002 36.2 6l.5 Sin~e .513 .022 
JS-X -.028 .044 JS-X -.027 .043 
2f QOL4 852.219 .001 35.8 60.5 Single .568 .014 852.219 .001 35.8 60.5 Single .513 .022 
JS-X -.026 .055 JS-X -.027 .043 
QOL2 -.019 .025 
2g Impact of 851.027 .001 35.1 61.7 Single .573 .013 851.027 .001 35.1 61.7 Single .513 .022 
Restructuring JS-X -.028 .043 JS-X -.027 .043 
QOL2 -.018 .031 
2h Intention 850.790 .002 36.6 62.0 Si~e .570 .014 850.790 .002 36.6 62.0 Admin -2.110 .051 
to quit JS-X -.031 .039 Single .513 .022 
JP-X .023 .053 JS-X -.027 .043 
QOL2 -.018 .034 JP-X .023 .053 
3a Affected 845.130 .001 38.4 61.7 G grade .477 .071 845.130 .001 38.4 61.7 G grade .477 .071 
orNA MHLDH -1.047 .048 MHLDH -1.047 .048 
Admin -2.011 .064 Admin -2.011 .064 
Sin~e .569 .014 Single .569 .014 
JS-X -.029 .052 JS-X -.029 .052 
JP-X .022 .068 JP-X .022 .068 
QOL2 -.018 .039 QOL2 -.018 .039 
AlNA -.338 .063 AlNA -.338 .063 
Key: II t: Grade H and other administrative grades; Clinical: Clinical areas overall; MHLDH: Mental health & learning disability hospital nurses; QOL: Quality of Life 
I -physical, 2=psychological, 3=social, 4=environment; JS-X: Job stress (overall); JP-X: Job Pressure Index; AlNA: Affected or not affected by a restructuring event. 
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~~~-=-~-~------------- ------ ------ '" \ , , Stepwise Linear Rt:grt:sslun Backward Linear RegresslL)11 
T2 Tl F R R2 R' F Sig. TI Variable Mod F R R R- F Sig \ 
DV Variable Ch: Change F in order of eh: eh: F 
Ch: final model eh: 
elf Res F p df Res F p 
Neur Neur 1 97 220.378 .000 .833 .694 .694 220.378 .000 
Potenc], 2 96 118.446 .000 .844 .712 .017 5.741 .000 
Medical 3 95 85.238 .000 .854 .729 .018 6.140 .000 
RI R1 1 277 137.123 .000 .575 .331 .331 137.123 .000 F grade 37 7 270 28.205 .000 .650 .422 -.003 1.629 .203 
QOL2 2 276 77.578 .000 .600 .360 .029 12.393 .001 lP-X 36 8 269 24.940 .000 .653 .426 -.004 1.989 .160 
E Grade 3 275 56.783 .000 .618 .383 .023 10.085 .002 Single 35 9 268 22.471 .000 .656 .430 -.004 1.981 .160 
lP-X 4 274 44.750 .000 .629 .395 .013 5.725 .017 E grade 34 10 267 20.496 .000 .659 .434 -.004 l.750 .187 
Single 5 273 37.089 .000 .636 .405 .009 4.295 .039 RI 33 II 266 18.845 .000 .662 .438 -.003 1.620 .204 
lS 32 12 265 17.449 .000 .664 .441 -.002 .927 .337 
QOL2 31 13 264 16.174 .000 .666 .443 -.002 .924 .337 
Neur Neur 1 277 260.553 .000 .696 .485 .485 260.553 .000 GenOP 35 9 268 41.607 .000 .763 .583 -.004 2.315 .129 
QOL3 2 276 155.158 .000 .728 .529 .045 26.128 .000 HWC 34 10 267 37.862 .000 .766 .586 -.002 1.413 .236 
HWC 3 275 108.131 .000 .736 .541 .012 7.155 .008 Neur 33 11 266 34.601 .000 .767 .589 -.003 1.688 .195 
Age 4 274 294.635 .000 .741 .550 .008 5.145 .024 QOL3 32 12 265 3l.941 .000 .769 .591 -.003 l.654 .200 
QOL2 5 273 239.721 .000 .748 .559 .009 5.793 .017 Age 31 13 264 29.684 .000 .771 .594 -.002 1.571 .210 
GenHSp 30 14 263 27.735 .000 .772 .596 -.001 .742 .390 
AE 29 15 262 25.910 .000 .773 .597 -.002 1.494 .223 
lS 28 16 261 24.430 .000 .774 .600 -.002 1.325 .251 
QOL2 27 17 260 23.100 .000 .776 .602 -.002 1.232 .268 
HWe HWC I 276 190.994 .000 .640 .409 .409 190.994 .000 GenCom 30 14 263 2l.904 .000 .734 .538 -.004 2.209 .138 
Single 2 275 104.818 .000 .658 .433 .024 11.427 .001 GenPaed 29 15 262 20.685 .000 .736 .542 -.004 2.082 .IS0 
Neur 3 274 74.576 .000 .670 .449 .017 8.429 .004 CA 28 16 261 19.603 .000 .739 .546 -.004 2.028 .156 
FT 4 273 58.706 .000 .680 .462 .013 6.557 .011 HWC 27 17 260 18.642 .000 .741 .549 -.002 1.225 .269 
-. 
GenHPae 5 272 49.758 .000 .691 .478 .015 7.972 .005 Caucasian 26 18 259 17.689 .000 .743 .551 -.002 1.287 .258 
Egrade 6 271 42.935 .000 .698 .487 .010 5.084 .025 lP-X 25 19 258 16.845 .000 .744 .554 -.002 l.138 .287 
Single 24 20 257 16.068 .000 .745 .556 -.003 1.497 .222 
E grade 23 21 256 15.404 .000 .747 .558 -.003 1.457 .229 
Neur 22 22 255 14.796 .000 .749 .561 -.001 .798 .373 
Age 21 23 254 14.176 .000 .750 .562 -.002 1.050 .307 
-, 
Elderly 20 24 253 13.632 .000 .751 .564 -.002 .874 .351 
-
I&P 19 25 252 13.115 .000 .752 I .565 -.001 .581 .447 .. - r--------
FT 18 26 251 12.612 .000 .753 .566 -.002 1.131 .289 
-- --~---
JS-X 17 27 250 12.193 .000 .754 .568 -.002 1.181 .27H 
---- ----- -- ----~ 
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I Stepwise Linear Regression Backward Linear Regression \ 
T2 1'1 F R R' RZ F Sig. TIVariable Mod F R R- R- F Sig. I 
DV Variable Ch: Change F s in order Ch: Ch: Feh: 
Ch: offmal 
model 
df Res F p df Res F p 
I&P I&P 1 277 118.026 .000 .547 .299 .299 118.026 .000 QOL4 39 5 272 28.579 .000 .587 .344 -.005 2.054 .153 
JIN 2 276 62.581 .000 .559 .312 .013 5.303 .022 JIN 38 6 271 24.251 .000 .591 .349 -.006 2.546 .112 
Surgical 3 275 44.461 .000 .572 .327 .015 5.968 .015 GenSurg 37 7 270 21.269 .000 .596 .355 -.004 1.685 .195 
I&P 36 8 269 18.868 .000 .600 .359 -.004 1.502 .221 
G grade 35 9 268 16.970 .000 .603 .363 -.005 1.916 .167 
CA CA 1 277 116.601 .000 .544 .296 .296 116.601 .000 Admin 37 7 270 21.484 .000 .598 .358 -.005 2.115 .147 
I&P 2 276 65.039 .000 .566 .320 .024 9.780 .000 CA 36 8 269 19.140 .000 .602 .363 -.005 2.129 .146 
QOLl 35 9 268 17.322 .000 .606 .368 -.005 2.110 .147 
Elderly 34 10 267 15.865 .000 .611 .373 -.004 1.554 .214 
I&P 33 II 266 14.594 .000 .613 .376 -.002 .830 .363 
Male 32 12 265 13.439 .000 .615 .378 -.003 1.179 .278 
G~ade 31 13 264 12.504 .000 .616 .381 -.002 .680 .410 
JIN JIN 1 277 58.156 . 000 .417 .174 .174 58.156 .000 QOL4 35 9 268 10.989 .000 .519 .270 -.005 . 1.974 .161 
QOL4 2 276 36.362 .000 .457 .209 .035 12.214 .001 SepDiv 34 10 267 10.123 .000 .524 .275 -.005 1.750 .187 
MHLDH 3 275 25.978 .000 .470 .221 .012 4.332 .038 MHLDH 33 11 266 9.388 .000 .529 .280 -.004 1.632 .203 
GenPaed 32 12 265 8.762 .000 .533 .284 -.003 1.255 .264 
HWC 31 13 264 8.192 .000 .536 .287 -.005 1.728 .190 
TIN 30 14 263 7.752 .000 .540 .292 -.003 1.248 .265 
Single 29 15 262 7.325 .000 .544 .295 -.003 .947 .331 
DiQ.P2K 28 16 261 6.925 .000 .546 .298 -.002 .881 .349 
QOL3 27 17 260 6.566 .000 .548 .300 -.003 1.065 .303 
JS JS 1 277 33.565 .000 .329 .108 .108 33.565 .000 GenPae 31 13 264 8.090 .000 .534 .285 -.005 1.859 .174 
QOL2 2 276 24.917 .000 .391 .153 .045 14.619 .000 CA 30 14 263 7.669 .000 .538 .290 -.006 2.292 .131 
I&P 3 275 20.850 .000 .430 .185 .032 10.924 .001 JP-X 29 15 262 7.346 .000 .544 .296 -.005 1.708 .192 
ITQ 4 274 18.222 .000 .458 .210 .025 8.609 .004 ITQ 28 16 261 7.012 .000 .548 .301 -.005 1.997 .159 
DipP2K 27 17 260 6.742 .000 .553 .306 -.004 1.584 .209 
Neur 26 18 259 6.470 .000 .557 .3 IO -.005 1.723 .190 
Age 25 19 258 6.237 .000 .561 .315 -.003 1.250 .265 
Q()LI 24 20 257 5.994 .000 .564 .318 -.004 1.613 .205 
Elderly 23 21 256 5.799 .000 .568 .322 -.003 1.267 .2(>] 
I&P 22 22 255 5.598 .000 .571 .326 -.003 1.12H .289 
LS-X 21 23 254 5.407 .000 .573 .U9 -003 1.07H .JOO 
G grade 20 24 253 5.228 .000 .576 .332 -.002 .642 .424 
r------.----- JS-X 19 25 252 5.037 000 .577 .333 -.002 .649 .421 
. --.. - --~ . 
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I Stepwise Linear Repession Bad.-ward Linear Regression 
T2 TJ F R RL RL F Sig. Tl Variable Mod F R R- R2 F Sig. 1 
DV VariabJe Ch: Change F s in order Ch: Ch: F Ch: 
Ch: of fInal 
model 
df Res F p df Res F p 
SES SES 1 276 253.427 .000 .692 .479 .479 253.427 .000 SES 40 4 273 69.201 .000 .710 .503 -.005 2.693 .102 
Hours 2 275 131.887 .000 .700 .490 .011 5.872 .016 Caucasian 39 5 272 56.242 .000 .713 .508 -.004 2.030 .1 SS 
Caucasian 3 274 90.365 .000 .705 .497 .008 4.226 .041 Age 38 6 271 47.384 .000 .716 .512 -.003 1.784 .un 
Neur 4 273 69.505 .000 .710 .505 .007 3.979 .047 Neur 37 7 270 40.987 .000 .718 .515 -.003 1.901 .169 
JS-X JS-X 1 277 200.298 .000 .648 .420 .420 200.298 .000 Age 38 6 271 44.272 .000 .705 .496 -.005 2.565 .110 
QOL2 2 276 112.746 .000 .671 .450 .030 15.041 .000 RI 37 7 270 38.740 .000 .708 .501 -.005 2.651 .105 
Rl 3 275 80.984 .000 .685 .469 .019 10.058 .002 I&P 36 8 269 34.436 .000 .711 .506 -.004 2.246 .135 
Age 4 274 63.329 .000 .693 .480 .011 5.972 .015 JS 35 9 268 31.001 .000 .714 .510 -.003 1.712 .192 
JS 5 273 52.459 .000 .700 .490 .010 5.145 .024 QOL2 34 10 267 28.146 .000 .716 .513 -.003 1.506 .221 
I&P 6 272 45.145 .000 .706 .499 .009 4.864 .028 JS-X 33 11 266 25.773 .000 .718 .516 -.002 1.191 .276 
JP-X JP-X 1 277 163.728 .000 .610 .. 371 .371 163.728 .000 MHLDH 35 9 268 25.974 .000 .683 .466 -.005 2.334 .128 
QOL2 2 276 90.959 .000 .630 .397 .026 11.804 .001 GenOPD 34 10 267 23.727 .000 .686 .471 -.005 2.646 .105 
RI 3 275 65.470 .000 .645 .417 .019 9.132 .003 HWC 33 11 266 21.943 .000 .690 .476 -.004 1.811 .179 
JS 4 274 51.318 .000 .654 .428 .012 5.585 .019 JP-X 32 12 265 20.327 .000 .692 .479 -.001 .432 .512 
JS-X 5 273 43.255 .000 .665 .442 .014 6.719 .010 E grade 31 13 264 18.756 .000 .693 .480 -.002 1.097 .296 
MHLDH 6 272 37.187 .000 .671 .451 .009 4.263 .040 RI 30 14 263 17.501 .000 .694 .482 -.002 1.066 .303 
JS 29 15 262 16.409 .000 .696 .484 -.002 .920 .338 
QOL2 28 16 261 15.436 .000 .697 .486 -.002 1.117 .292 
JS-X 27 17 260 14.601 .000 .699 .488 -.002 .819 .366 
LS-X LS-X 1 277 192.710 .000 .641 .410 .410 192.710 .000 Othercl 33 11 266 24.697 .000 .711 .505 -.003 1.882 .171 
QOL2 2 276 105.322 .000 .658 .433 .023 10.987 .001 JIN 32 12 265 22.871 .000 .713 .509 -.004 1.940 .165 
------ -----
Age 3 275 73.499 .000 .667 .445 .012 6.021 .015 Caucasian 31 13 264 21.336 .000 .716 .512 -.003 1.519 .219 
RI 4 274 57.517 .000 .676 .456 .011 5.756 .017 ITQ 30 14 263 19.960 .000 .718 .515 -.002 .822 .365 
JIN 5 273 47.679 .000 .683 .466 .010 4.983 .026 DiQP2K 29 15 262 18.671 .000 .719 .517 -.002 1.026 .312 
Otherclin 6 272 40.798 .000 .688 .474 .008 3.881 .050 Rl 28 16 261 17.570 .000 .720 .519 -.002 1.007 .316 
I&P 7 271 36.157 .000 .695 .483 .009 4.847 .029 I&P 27 17 260 16.596 .000 .721 .520 -.002 .939 .333 
JS 8 270 32.958 .000 .703 .494 .011 5.947 .015 JS 26 18 259 15.723 .000 .723 .522 -.002 .866 .353 
Male 25 19 258 14.933 .000 .724 .524 -.000 .241 .624 
LS-X 24 20 257 14.157 .000 .724 .524 -.002 .929 .33() 
QOL2 23 21 256 13.523 .000 .725 .526 -.002 '---_:916 .339 
--
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I Stepwise Linear RegressIOn Backward Linear Reg ession 
T2 TJ F R Rk Rk F Sig. TIVariables Mod F R RZ R- F Sig. 
DV VariabJe Ch: Change F in order of eh eh: F eh: 
Ch: fmal model 
df Res F p df Res F p 
QOLI QOLI 1 277 182.637 .000 .630 .397 .397 182.637 .000 QOL4 38 6 271 37.942 .000 .676 .457 -.004 2.221 .137 
QOU 2 276 99.751 .000 .648 .420 .022 10.561 .001 F grade 37 7 270 32.985 .000 .679 .461 -.004 2.060 .152 
F Grade 3 275 69.226 .000 .656 .430 .Oll 5.165 .024 PER 36 8 269 29.233 .000 .682 .465 -.004 2.069 .151 
I&P 4 274 53.977 .000 .664 .441 .010 5.119 .024 QOLI 35 9 268 26.318 .000 .685 .469 -.004 1.880 .171 
Elderly 5 273 44.934 .000 .672 .451 .011 5.342 .022 Elderly 34 10 267 23.952 .000 .688 .473 -.001 .277 .599 
I&P 33 11 266 21.741 .000 .688 .473 -.003 l.332 .249 
QOL2 QOL2 1 277 259.306 .000 .695 .484 .484 259.306 .000 MHLD 35 9 268 34.390 .000 .732 .536 -.004 2.260 .134 
I&P 2 276 133.740 .000 .702 .492 .009 4.706 .031 Caucasian 34 10 267 3l.322 .000 .735 .540 -.004 2.420 .121 
Caucas 3 275 91.545 .000 .707 .500 .008 4.125 .043 GenSurg 33 11 266 28.846 .000 .738 .544 -.003 1.549 .214 
ITQ 4 274 70.360 .000 .712 .507 .007 3.905 .049 ITQ 32 12 265 26.626 .000 .739 .547 -.002 1.410 .236 
JS 5 273 58.622 .000 .720 .518 .Oll 6.264 .013 Neur 31 13 264 24.724 .000 .741 .549 -.003 1.657 .199 
Elderly 30 14 263 23.134 .000 .743 .552 -.003 1.659 .199 
I&P 29 15 262 2l.756 .000 .745 .555 -.003 1.483 .224 
JS 28 16 261 20.527 .000 .746 .557 -.001 .495 .482 
QOL2 27 17 260 19.311 .000 .747 .558 -.002 1.234 .268 
QOL3 QOL3 1 276 268.848 .000 .702 .493 .493 268.848 .000 Othercl 38 6 271 53.381 .000 .736 .542 -.004 2.533 .113 
ITQ 2 275 142.261 .000 .713 .509 .015 8.433 .004 IP-X 37 7 270 46.376 .000 .739 .546 -.002 1.394 .239 
Male 3 274 98.590 .000 .720 .519 .011 6.037 .015 QOL3 36 8 269 40.813 .000 .740 .548 -.003 1.570 .2ll 
I&P 4 273 75.897 .000 .726 .527 .007 4.278 .040 QOLl 35 9 268 36.529 .000 .742 .551 -.002 1.490 .223 
Male 34 10 267 33.086 .000 .744 .553 -.002 l.441 .231 
JS-X 33 1 I 266 30.259 .000 .746 .556 -.002 1.393 .239 
QOL4 QOL4 1 276 243.576 .000 .685 .469 .469 243.576 .000 QOL4 35 9 268 31.978 .000 .720 .518 -.002 1.176 .279 
Surg 2 275 126.331 .000 .692 .479 .010 5.295 .022 MHLDC 34 10 267 28.916 .000 .721 .520 -.002 1.198 .275 
QOL2 3 274 86.491 .000 .697 .486 .008 4.029 .046 CA 33 11 266 26.416 .000 .723 .522 -.002 .880 .349 
JP-X 32 12 265 24.277 .000 .724 .524 -.002 1.061 .304 i 
GenSur~ 31 13 264 22.496 .000 .725 .526 -.001 .805 .370 
I&P 30 14 263 20.931 .000 .726 .527 -.001 .755 .3H6 
JS 29 15 262 19.568 .000 .727 .528 -.001 .365 .54(, 
QOL2 28 16 261 18.323 .000 .727 .529 -.002 .872 .351 
JS-X 27 17 260 17.288 .000 .728 .531 -.001 .463 .497 
-------~ 
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I S Linear Rc£rc~sion Backward Linear Regression 
- ~~1 --~~h ~-~~'"~ 7"2 fl F R RZ RZ F Sig. Tl Mod F R R-
DV Variable Ch: Ch: F Variables 
ITQ 
IR 
Ch: in order of 
final model 
df Res F p df Res F p 
ITQ 1 276 211.745 .000 .659 .434 .434 211.745 .000 GenPae 36 8 269 33.091 .000 .704 .496 -.004 2.058 
QOL2 2 275 112.035 .000 .670 .449 .015 7.409 .007 PER 35 9 268 29.759 .000 .707 .500 -.004 2.277 
Age 3 274 79.117 .000 .681 .464 .015 7.767 .006 ITQ 34 10 267 27.138 .000 .710 .504 -.004 2.328 
Rl 4 273 62.394 .000 .691 .478 .013 7.015 .009 Hours 33 11 266 25.005 .000 .713 .508 -.004 1.930 
Age 32 12 265 23.163 .000 .715 .512 -.004 2.259 
RI 31 13 264 21.656 .000 .718 .516 -.003 1.418 
QOL2 30 14 263 20.242 .000 .720 .519 -.003 1.521 
FTwork 29 15 262 19.032 .000 .722 .521 -.003 1.373 
IR 1 276 40.352 .000 .357 .128 .128 40.352 .000 H+grade 27 17 260 8.749 .000 .603 .364 -.007 2.680 
CA 2 275 31.370 .000 .431 .186 .058 19.659 .000 F EI".ade 26 18 259 8.466 .000 .609 .370 -.005 2.192 
Neur 3 274 27.267 .000 .479 .230 .044 15.706 .000 GenOPD 25 19 258 8.172 .000 .613 .376 -.004 1.825 
I&P 4 273 23.123 .000 .503 .253 .023 8.464 .004 CA 24 20 257 7.880 .000 .617 .380 -.004 1.648 
G grade 5 272 19.820 .000 .517 .267 .014 5.190 .023 lIN 23 21 256 7.602 .000 .620 .384 -.004 1.544 
GenOPD 6 271 17.409 .000 .527 .278 .011 4.193 .042 ITQ 22 22 255 7.342 .000 .623 .388 -.003 1.243 
QOL2 7 270 15.680 .000 .538 .289 .011 4.104 .044 DipP2K 21 23 254 7.084 .000 .625 .391 -.002 1.036 
Neur 20 24 253 6.833 .000 .627 .393 -.002 .859 
IR 19 25 252 6.590 .000 .629 .395 -.002 .634 
QOL3 18 26 251 6.352 .000 .630 .397 -.001 .533 
Hours 17 27 250 6.125 .000 .631 .398 -.001 .342 
RI 16 28 249 5.903 .000 .632 .399 -.001 .249 
I&P 15 29 248 5.691 .000 .632 .400 -.001 .267 
Male 14 30 247 5.493 .000 .633 .400 .000 .152 
LS-X 13 31 246 5.303 .000 .633 .401 .000 .084 
G Grade 12 32 245 5.121 .000 .633 .401 .000 .070 
QOL2 11 33 244 4.949 .000 .633 .401 .000 .048 
Key: H+: Grade H and other administrative grades; Clinical: Clinical areas overall; MHLDH: Mental health & learning disability hospital nurses; QOL: Quality of Life 
I =physical, 2=psychological, 3=social, 4=environment; JS-X: Job stress (overall); JP-X: Job Pressure Index; NNA: Affected or not affected by a restructuring event. 
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Appendix 5.24 Study lc Times 1 & 2 Group 5: Test-retest correlation coefficients 
(Time 1: n = 91; time 2: n = 49) 
Time 1 variable Time 2 correlation 
Restructuring Initiatives .288** 
Neuroticism .649** 
Self-Efficacy .788** 
Home-Work Conflict .690** 
Information & participation .553** 
Coping action .628** 
Job Insecurity .413** 
Job Satisfaction .320* 
Job Stress Index .641 ** 
Job Pressure Index .720** 
Lack of Support Index .597** 
QOL1 (Physical) .385** 
QOL2 (Psychological) .699** 
QOL3 (Social) .556** 
QOL4 (Environment) .640** 
Intention to quit .609** 
Impact of restructuring .267 
A d· 6 1 Stud 1 T· .ppen IX Y c lmes 1&2C o-tennlnus groUR mean scores 
Variable Time 1 Compared with Mean 
Group B Time 2 difference 
(n=188) Group A (n=71) 
Mean SD Mean SD 
Restructuring initiatives 6.79 2.71 6.67 2.42 0.12 
Information & participation 51.99 17.09 53.85 14.92 -1.86 
Coping action 39.01 16.79 38.49 13.28 0.52 
Job insecurity 7.32 5.17 5.87 3.77 1.45 
Job satisfaction 21.64 7.60 21.37 5.42 0.27 
JS-X 25.90 11.88 26.29 11.55 -0.39 
JP-X 31.25 14.00 31.68 12.31 -0.43 
LS-X 23.91 15.16 24.79 14.39 -0.88 
QOL 1 76.65 15.63 80.29 11.31 -3.64 
QOL2 67.13 15.64 67.66 13.68 -0.53 
QOL3 71.10 20.63 74.79 15.09 -3.69 
QOL4 66.65 14.44 69.87 13.20 -3.22 
Intention to quit 23.29 10.92 23.52 8.47 -0.23 
Impact of restructuring 17.04 7.25 17.45 6.08 -0.41 
Neuroticism 4.09 2.71 4.45 2.58 -0.36 
Home-work conflict 9.26 3.93 9.36 3.35 -0.10 
Self-effi cacy 25.69 3.70 25.34 3.44 0.35 
340 
Appendix 6.2 Study 1 c Time 1 Restructuring initiatives: Comparison between Greenglass & Burke (1997), and the current study (atTeCh:d and 
tTected 
- - ~- - --r-/ 
l Greenglass & Burke (1997) Brown (1998) I 
Restructuring initiative % Restructuring initiative Affected Non-affected 
1. Staff layoffs 94 - A&B (n=259) A (n=71) B (n=188) C (n=92) 
2. Beds closed 91 Beds closed 48 55 46 52 
3. Unit closed 75 Unit closed 33 38 31 13 
4. Wage freeze <70 
- - - - -
. 5. Hiring freeze <70 - - - - -
6. Wage rollback 5 - - - - -
7. Budget cuts 95 Budget cuts 69 69 69 70 
8. Early retirement incentives 84 Early retirement incentives 11 13 11 14 
9. Job sharing 44 Job sharing 24 30 22 26 
10. Switching to part-time 50 Switching to part-time work 48 54 46 47 
1 1. Overtime restrictions 50 Overtime restrictions 34 32 35 39 
12. Shortened working week 10 Shortened working week 5 4 5 4 
13. Shortened working year 10 - - - - -
14. Not filling job vacancies 80 Vacancies for qualified nurses not 82 79 83 72 
filled 
15. Bumping nurses following a 88 Nurses on lower grades have replaced 74 86 70 76 
1 ayoff notice from units of choice those on higher grades 
16. Discontinued specialty service 42 Discontinuation of specialty service 21 28 19 11 
- HCAs or volunteers replacing nurses 41 44 40 16 
-
Working with nurses from other wards 60 63 59 49 
- _VV orkin1i)n~ different building 29 9 37 8 
- -- -
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Appendix 6.3 Study 1 c Time 1 Affected group: Means, standard deviations, and inter-correlations (n=259) 
Var: M so I 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 
I E .37 .48 -
2 F .16 .37 -.340** -
3 G .18 .38 -.360** -.204** -
4 H+ .05 .23 -.185** -.105 -.111 -
5 YG 6.20 4.83 -.OIl -.153* .241** -.109 -
6 YW 5.61 4.63 -.105 -.030 .219** .091 .487** -
7 YH 8.69 6.50 -.085 -.060 .205** .133 .535" .633** -
8 PER .47 .50 -.033 .001 .084 .115 .088 .094 .041 -
9 FT .70 .46 -.205** .129* .173** .157· -.162· -.160* -.182** .018 -
10 Hrs 34.61 8.53 -.165" .063 .182** .196" -.194" -.173" -.157* -.020 .785" -
11 Med . 13 .33 .087 -.105 -.056 -.091 .042 -.053 -.012 -.039 -.052 -.080 -
12 Sur .14 .34 -.073 -.113 .023 .055 .026 .151· .148· .076 -.085 -.072 -.151· -
13 Eld .18 .39 .174" -.071 -.009 -.113 .055 -.081 -.016 -.107 -.106 -.084 -.180** -.186** -
14 Paed .04 .20 -.005 .063 .002 .119 .056 .101 .096 .030 .097 .122 -.080 -.083 -.099 -
15 OPD .10 .30 -.099 -.112 .046 .147+ .050 -.002 .069 -.009 -.005 -.016 -.128+ -.132* -.157* -.070 - l 
16 Sp .09 .29 -.082 .148* -.079 -.076 -.143· -.120 -.143* -.0 11 .123* .048 -.122* -.126* -.150* -.067 -.107 -
V 17 ML .03 .16 .215" -.073 -.077 -.040 .117 -.068 -.151· .128· .058 .044 -.064 -.066 -.078 -.035 -.056 -.053 -18 CG .02 .14 .007 -.062 .082 .091 -.035 -.067 -.044 .035 -.030 -.017 -.054 -.055 -.066 -.030 -.047 -.045 -.023 
19 CML .00 .06 -.048 -.027 .134* -.015 -.041 -.035 -.055 .065 .041 .025 -.024 -.025 -.029 -.013 -.021 -.020 -.010 
20 Adm .02 .12 -.097 .030 .024 .247** .027 -.044 .132* .069 .082 .052 -.048 -.050 -.059 -.026 -.042 -.040 -.021 
2 1 0 .02 .14 -.109 .243*· -.065 .091 -.105 -.103 -.114 -.021 -.030 -.055 -.054 -.055 -.066 -.030 -.047 -.045 -.023 
22 DIp .14 .35 -.111 .030 -.103 .049 -.308** -.216** -.273" -.035 .196" .195" .142* -.065 -.049 -.086 .047 .098 -.068 
23 Deg .05 .21 -.019 .053 .042 -.053 -.200" -.180" -.188** -.026 .145* .170" -.084 -.087 -.056 -.046 -.074 .246** -.037 
24 A8..e 39.79 10.05 -.097 -.140* .209** .124* .500** .391 ** .524** -.090 -.147* -.120 -.075 .065 .124* .037 .074 -.240" .118 
25 Eth .86 .34 -.091 .082 .095 -.005 .028 .027 .054 -.009 .063 -.117 .016 -.042 .128* -.141 • -.056 -.029 -.004 
26 Sg .17 .38 -.123* .185" -.106 -.065 -.194** -.122 -. 161* -.089 .257** .210** -.022 -.027 -.084 -.097 -.085 .135* -.076 
27 SID .09 .29 .011 -.064 .032 .045 .081 -.061 .044 -.052 .116 .113 .003 -.084 .135* .002 .076 -.006 -.052 
28 Gen .06 .24 -.066 .061 .007 .010 -.127* -.152* -.190+ .013 .133* .156* -.050 -.055 -.079 -.054 .02 1 .029 .155* 
29 N 4.49 2.94 .144* -.085 -.071 -.098 -.012 -.114 -.1 18 -.048 -.094 -.083 -.050 -.051 .083 -.100 .063 -.019 .110 
30 IIWC 9.38 3.91 .209** -.169*'" .019 -.045 .063 .027 .024 .035 -.143* -.110 .037 .194** .04 1 .014 -.067 -. 123 * -.022 
31 SE 25.45 3.65 -.115 .078 .237** .139 .085 .082 .080 .074 .162*· .122* -.032 -. 126* -.066 -.018 .068 .030 -.014 
32 TIme 2.09 3.43 -.030 .003 .108 .068 .232** .170** .183** .189** .055 .080 .044 -.017 -.180** .129* -.020 -.067 .009 
33 R1 6.87 2.74 .082 .058 -.105 -.074 .133'" .002 .110 .035 -.09 1 -.016 .126'" .065 .082 .006 -.248** -.104 -.046 
34 I&P 53.91 17.25 -.128* .023 -.027 .091 -.053 .004 -.021 -.074 .062 .067 -.126* .065 .002 -.163*'" .076 .136* .019 
35 CA 3892 16.47 .047 .062 -.035 .188** -.008 .064 .027 .030 .078 .171** .036 -.006 -.003 -.021 .140* -.1 18 .104 
PTO for key 
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Appendix 6 .3 (continued) Study Ic Time 1 Affected group: Means, standard deviations, and inter-correlations (n=259) 
Val': M SD 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 3S 
CG 02 .14 -
CML .00 06 -009 -
Adm 02 .12 -.018 -.008 -
0 .02 .14 -.020 -.009 -.018 -
Dip .14 .35 -.057 .152* .038 -.057 -
Deg .05 .21 -.031 -.014 -.028 -.031 -.090 -
Age 39.79 10.05 -.014 -.017 .137* -.045 -.354** -.255 .... -
Eth .86 .34 .055 .025 -.134* .055 .065 .033 -.108 -
Sg .17 .38 -.064 -.029 -.057 -.064 .308** .141* -.302** .032 -
SID .09 .29 -.044 -.019 -.039 .055 -.089 -.069 .154'" .004 -.143'" -
Gen .06 .24 -.036 .243 .... .098 -.036 .445** -.057 -.065 .055 .052 .033 -
N 449 2.94 .015 -.032 -.138'" .005 -.094 .057 -.067 .039 .012 -.014 -.108 -
IIWe 9.38 3.91 .073 -.006 -.084 -.057 -.158· -.059 -.039 -.021 -.077 -.100 -.164** .222·· -
SE 2545 3.65 .075 -.025 .045 .006 -.005 .028 .029 .044 -.113 .0 16 .047 -.322·· -.081 -
Time 209 3.43 .119 .017 .097 .086 -.147'" -.070 .189 .... -.065 -.072 .067 .087 -.254** -.052 .120 - I 
RI 6.87 2.74 -.047 -.065 -.039 -.116 -.095 -.018 .031 -.073 .020 .060 -.144· .210** .224·· -.106 .037 - i 
l&P 53 .91 17.25 -.091 -.047 -.067 -.079 .021 .057 .014 -.013 .090 -.050 .014 -.058 -.167 ... • .097 -.206·· -.172** -
CA 38.92 16.47 -.005 -.102 -.008 -.071 .002 -.017 .023 -.037 .009 .002 .078 -.212·· -.019 .123· .041 .027 .386** -
- - ---
Key. Var: Variable; 
E: E grade; F : F grade; G: G grade; H+: H+ grades & admin; 
y G: Years in grade; Y W : Years on ward; Y H: Years in hospital ; 
PER: Previous experience of restructuring; 
FT: Full-timelPart-time working; Hrs: Hours per week; 
Clinical areas - Med: Hospital Medicine; Sur: Hospital Surgical; Eld: Hospital Elderly; Paed: Hospital Paediatrics; OPD: Hospital Out Patients; Sp: Hospital 
Specialty; 
ML: Mental health & Learning Disability Hospital ; CG: Community General; CML: Community Mental health & Learning Disability; Adm: Administration; 0 : 
Other clinical areas; 
Professional education - Dip: DiplomaIProject 2000; Deg: Degree in Nursing; 
Eth: Ethnicity; 
Marital status - Sg: Single; SID: Separated/divorced; Gen: Gender; 
Mediators/moderators - N : Neuroticism; HWC: Home-work conflict; SE: Self-efficacy; Time: Time in months before event; 
RI : Restructuring initiatives; I&P : Information & participation; CA: Coping action 
** correlation p < .01 (2-tailed); * p < .05 (2-tailed) 
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Appendix 6.4a Study Ic Time 1 Affected group: Predicting neuroticism from 
restructuring initiatives (n=259) 
Neuroticism 
Predictor B R2 L1R2 F Sig: 
Dependent variable 
Step 1 .108 -.001 .993 NS 
Demographic/professional NS 
Step 2 .163 .057 1.535 .05 
Restructuring initiatives .284 
.00 
Note. dJ. 28,230 (Step 1), and 29,229 (Step 2). 
Appendix 6.4b Study Ic Time 1 Affected group: Predicting home-work conflict from 
. ··ti· ( 259) restructurIng 1m at1ves n= 
Home-work conflict 
Predictor B R2 L1R2 F Sig: 
Dependent variable 
Step 1 .166 .064 1.634 .03 
E grade 1.511 .03 
Hospital Surgical 2.182 .01 
Step 2 .199 .098 1.968 .00 
Restructuring initiatives .295 .00 
Note. d.f. = 28,230 (Step 1), and 29,229 (Step 2) 
Appendix 6.4c Study Ic Time 1 Affected group: Predicting self-efficacy from 
restructuring initiatives (n=259) 
Self-efficacy 
Predictor B R2 L1R2 F Sig: 
Dependent variable 
Step 1 .183 .084 1.846 .01 
F grade 2.065 .01 
G grade 2.957 .00 
H+ grades 3.819 .00 
Hospital Surgical -1.645 .04 
Single -1.542 .02 
Step 2 .189 .086 1.840 .01 
Restructuring initiatives -.112 NS 
Note. d.f. = 28,230 (Step 1), and 29,229 (Step 2) 
Appendix 6.4d Study 1 c Time 1 Affected group: Predicting time in months from 
restructuring initiatives (n=259) 
Time in months before event 
Predictor B R2 ~2 F Sig: 
Dependent variable 
Step 1 .220 .125 2.314 .00 
Years in grade .121 .04 
Previous experience of restructuring 1.083 .01 
Hospital Elderly -1.385 .05 
Gender 2.694 .01 
Step 2 .220 .122 2.232 .00 
Restructuring initiatives .034 NS 
Note. d.f = 28,230 (Step 1), and 29,229 (Step 2) 
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Appendix 6.5 Study Ic Time 1 Affected group: Moderated regression analysis 
predicting infonnation & participation from restructuring initiatives interacting with 
neuroticism home-work conflict, self-efficacy, and time (n=259) , 
Information & participation 
Moderator: Personal characteristics, and time 
Predictor B R2 ~R2 F Sig: 
Moderator 
Step 1 .137 .032 1.307 NS 
Hospital Paediatric -16.616 .01 
Step 2 .193 .079 1.694 .02 
Neuroticism -.419 NS 
Home-work conflict -.617 .04 
Self-efficacy .401 NS 
Time in months -1.007 .00 
Step 3 .207 .090 1.776 .01 
Restructuring initiatives -.860 .05 
Step 4 .216 .085 1.647 .02 
RI x Neuroticism -.064 NS 
RI x Home-work conflict -.012 NS 
RI x Self-efficacy -.092 NS 
RI x Time before event .268 NS 
Note. d.f 28,230 (Step 1),32,226 (Step 2), 33,225 (Step 3), 37,221 (Step 4) 
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ADoendix 6.6 Stud 
'y 
- - ---,- -- - _. - ~----~, ---- ---~-- -------~----~ \.-- . -I Val': M SD I 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 
I E .42 .50 -
I 2 F .14 .35 -.346** 
-
3 G .11 .32 -.305** -.144 
-
4 H+ .03 .17 -.146 -.069 -.061 -
5 YG 5.13 3.92 .045 -.138 -.012 .104 
-
6 YW 4.42 4.01 -.098 .079 .097 .175 .445** -
7 YH 7.81 6.05 -.041 .053 .026 .260* .701** .670** 
-
8 PER .25 .44 .157 -.050 .100 -.099 .064 .028 .061 
-
9 FT .63 .49 -.119 .224 .271* .129 -.276* -.030 -.184 -.027 -
10 Hrs 33.32 7.89 -.116 .100 .313** .134 -.282* .092 -.133 -.022 .852** -
11 Med .13 .24 .188 -.033 -.136 -.065 -.002 -.168 -.051 .070 -.150 -.188 -
12 Sur .11 .32 -.305** -.016 .014 .209 .046 .153 .019 -.105 -.007 -.120 .136 -
13 Eld .34 .48 .052 -.118 .122 -.122 -.062 -.061 -.151 .063 -.075 .007 -.272* -.255* -
14 OPD .14 .35 .063 -.164 -.016 .176 .091 .099 .289* -.143 -.028 .002 -.154 ~.144 -.289* -
15 Sp .08 .28 -.055 .168 -.108 -.052 -.114 -.198 -.049 .056 .231 .162 -.116 -.108 -.217 .123 -
16 ML .01 .12 .140 -.048 -.043 -.020 .334** -.013 .017 -.070 .091 .064 -.046 -.043 -.085 -.048 -.036 -
17 Dip .21 .41 .046 -.110 -.184 .120 -.354** -.263'" -.351** -.222 .322** .298* .218 -.184 -.005 -.011 .215 -.062 -
18 Deg .01 .12 -.102 -.048 .335** -.020 -.096 -.073 -.116 -.070 .091 .133 -.046 -.043 .167 -.048 -.036 -.014 -.062 
19 Age 3869 8.74 -.196 -.028 .197 .124 .360** .392** .396** .118 -.121 -.104 -.362** .239* .194 -.009 -.094 .128 -.558** 
20 Eth .89 .32 -.056 .016 .127 -.061 -.183 -.153 -.300* -.100 -.086 -.133 .136 -.127 .066 -.240* -.212 .043 .184 
21 Sg .18 .39 -.036 .122 -.169 -.081 -.259* -.133 -.167 -.192 .284* .251 * .039 -.054 -.107 -.087 .249'" -.057 .469"'· 
22 SID .08 .28 .150 -.123 .052 -.052 .003 -.058 .026 .289* .126 .182 -.116 -.108 .104 .314** -.092 -.036 -.157 
23 Gen .03 .17 .027 -.069 -.061 -.029 -.137 -.146 -.150 -.099 .129 .075 -.065 -.061 -.122 -.069 .254* -.020 .329** 
24 N 5.55 3.25 .111 -.145 -.006 -.029 .034 -.064 .018 -.028 -.181 -.113 .053 -.213 .073 .133 -.209 -.132 -.174 
25 HWC 9.68 3.85 .296· -.294* .030 -.097 .112 .032 .072 .007 -.371** -.229 .187 .088 .033 -.077 -.160 -.021 -.191 
26 SE 24.82 3.47 .095 .045 .122 .206 -.107 .123 .027 -.072 .180 .187 .032 -.046 -.109 .245* -.072 -.063 .017 
27 Time -2.72 1.53 .198 -.022 -.125 -.199 -.192 -.427** -.177 .062 .064 .074 .096 -.593** .279* .058 .343** -.101 .290· 
2H RI 7.09 2.85 .093 .041 -.091 -.065 -.024 -.197 -.008 .120 -.245* -.199 .363** -.279* .171 -.212 -.009 -.215 .113 
29 I&P 58.97 1674 -.292 .027 .228 .077 .125 .143 .028 .153 .169 .054 -.267· .338** -.203 .169 -.057 .122 -.100 
30 CA 38.67 15.70 .014 .092 .165 . 089 -.014 .142 .119 -.079 .181 .204 -.117 -.109 -.092 .374 .... -.192 .202 -.012_ 
PTO for key 
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18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
, - -
-- - - - - ----
- - - ----
-
- "r- - -. _.- ---, -- -.... -
Var M SD 18 19 20 21 22 23 
DeK .01 ,12 -
A~e 38.69 8.74 -.037 -
Eth .89 .32 .043 -.182 -
Sg .18 .39 -.057 -.461** .054 -
SID .08 .28 -.036 .163 -.212 -,144 
-
Gen .03 .17 -.020 -.190 .061 -.081 -.052 -
Neuro 5.55 3.25 .016 .096 .034 -.149 .105 -.187 
HWC 9.68 3.85 -.052 -.128 .127 -.017 -.147 -.164 
SE 24.82 3.47 -.028 .088 -.174 -,102 -.072 .009 
Time -2.72 1.53 -.022 -.272 -.080 .032 -.023 .136 
RI 7.09 2.85 -.046 -.167 .136 -.094 .045 -.043 
I&P 58.97 16.74 -.015 .165* .058 -.015 -.131 -.019 
CA 38.67 15.70 -.020 -.024 -.005 .001 .094 -.024 
--
Key. Var: Variable; 
E: E grade; F: F grade; G: G grade; H+: H+ grades & admin; 
Y G: Years in grade; Y W: Years on ward; Y H: Years in hospital; 
PER: Previous experience of restructuring; 
FT: Full-timelPart-time working; Hrs: Hours per week; 
24 
-
.137 
-.304** 
-.041 
.309** 
-.164 
-.183 
- .. - -- -- , - ---- - ------ ------ ,--
) 
25 26 27 28 29 30 
-
-.098 -
-.001 .007 -
.151 -.210 .278* -
-.170 .102 -.331 ** -.496** -
.072 .230 .001 -.169 .255* -
.. 
-
Clinical areas - Med: Hospital Medicine; Sur: Hospital Surgical; Eld: Hospital Elderly; OPD: Hospital Out Patients; Sp: Hospital Specialty; 
ML: Mental health & Learning Disability Hospital; 
Professional education - Dip: Diploma/Project 2000; Deg: Degree in Nursing; 
Eth: Ethnicity; 
Marital status - Sg: Single; SID: Separated/divorced; Gen: Gender; 
Mediators/moderators - N: Neuroticism; HWC: Home-work conflict; SE: Self-efficacy; Time: Time in months before event; 
RI: Restructuring initiatives; I&P: Information & participation; CA: Coping action 
** correlation p < .01(2-tailed); * p < .05 level (2-tailed) 
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Appendix 6.7a Study Ic Time 1 Group A: Predicting neuroticism from restructuring 
initiatives (n=7I) 
Neuroticism 
Predictor B R2 ilR? F Sig: 
Dependent variable 
Step 1 
.283 -.068 .807 NS 
Hospital Surgical 
-4.273 
.02 
Step 2 
.347 .006 1.017 NS 
Restructuring initiatives .386 
.04 
Note. d.f = 23,47 (Step 1), and 24,46 (Step 2) 
Appendix 6.7b Study lc Time 1 Group A: Predicting home-work conflict from 
restructuring initiatives (n=71) 
Home-work conflict 
Predictor B R2 ilR2 F Sig: 
Dependent variable 
Step 1 .480 .226 1.890 .03 
E grade 2.341 .04 
Full-time working -4.709 .02 
Hospital Surgical 3.677 .05 
DiplomafProject 2000 -3.730 .04 
Step 2 .489 .220 1.832 .04 
Restructuring initiatives .164 NS 
Note. d.f. = 23,47 (Step 1), and 24,46 (Step 2) 
Appendix 6.7c Study lc Time 1 Group A: Predicting self-efficacy from restructuring 
initiatives (n=71) 
Self-efficacy 
Predictor B R2 ~R2 F Si&: 
Dependent variable 
Step 1 .354 .038 1.121 NS 
H+ grades 6.297 .05 
Ethnicity -3.277 .05 
Step 2 .371 .042 1.129 NS 
Restructuring initiatives -.210 NS 
Note. d.f = 23,47 (Step 1), and 24,46 (Step 2) 
Appendix 6.7d Study Ic Time 1 Group A: Predicting time in months before event 
fr tru tu· .. ( 1" (71) om res c nng 1m 1a lves n= 
Time in months before event 
Predictor B R2 ilR2 F Sig: 
Dependent variable 
Step 1 .686 .532 4.458 .00 
Years on ward! dept. -.159 .00 
Hospital Surgical -1.602 .01 
Hospital Elderly 1.255 .01 
Hospital Specialty Ward 1.797 .01 
Separated or Divorced -1.272 .03 
Step 2 .686 .523 4.196 .00 
Restructuring initiatives .020 NS 
Note. d.f = 23,47 (Step 1), and 24,46 (Step 2). 
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Appendix 6.8 Study lc Time 1 Group A: Moderated regression analysis predicting 
information & participation from restructuring initiatives interacting with 
neuroticism, home-work conflict, self-efficacy, and time (n=71) 
Information & participation 
Moderator: Personal characteristics, and time 
Predictor B R2 ~R2 F Sig: 
Moderator 
Step 1 .397 .102 1.347 NS 
Demographic/professional 
Step 2 .428 .069 1.192 NS 
Neuroticism -.798 NS 
Home-work conflict -.356 NS 
Self-efficacy -.048 NS 
Time in months pre event -2.509 NS 
Step 3 .466 .110 1.310 NS 
Restructuring initiatives -1.637 NS 
Step 4 .512 .100 1.243 NS 
RI x Neuroticism -.484 NS 
RI x Home-work conflict -.109 NS 
RI x Self-efficacy -.313 NS 
RI x Time before event .206 NS 
Note. d.f 23,47 (Step 1),27,43 (Step 2), 28,42 (Step 3),32,38 (Step 4) 
349 
AppenOJX O.~ ~tuay IC lIme 1 VTOUp J:S: Means, standard devIattons, and Inter-correlatIons (n=l~~) 
VaT: M SD I 2 3 4 5 6 7 8 9 10 11 12 13 14 I 'i 16 17 I 
I E .36.48-
2 F .17.38 -.337.. _ 
3 G .20.40 -.375·· -.228.. -
4 H+ .06 .25 -.194·· -.118 -.131 -
5 Y G 6.60 5.08 -.017 -.166* .285** -.164* -
6 Y W 6.05 4.78 -.097 -.070 .233·· .061 .483*.-
7 Y H 9.02 6.65 -.095 -.100 .245** .098 .487** .618** -
8 PER .56 .50 -.076 .004 .047 .145· .051 .062 .006 -
19FT .72.45 -.235 .090 .134 .161* -.147* -.227** -.194** .001 -
10 !-Irs 35.09 8.72 -.179* .047 .137 .205** -.191** -.271** -.176* -.055 .761** -
11 Med .13 .33 -.048 -.131 * -.034 -.100 .056 -.018 .001 -.077 -.013 -.044 -
12 Sur .14 .35 .012 -.145* .020 .017 .014 .145* .184* .120 -.120 -.063 -.157'*-
13 Eld .12 .33 .231** -.040 -.026 -.097 .164* -.038 .082 -.093 -.096 -.100 -.143 -.153* -
14 Paed .06 .24 .004 .068 -.013 .120 .043 .092 .098 -.007 .103 .127 -.095 -.102 -.093 -
15 OPD .09 .28 -.187* -.087 .084 .154* .054 -.023 -.012 .079 .018 -.013 -.117 -.125 -.114 -.076 -
16 Sp .10 .30 -.091 .141 -.074 -.085 -.157* -.102 -.176* -.038 .080 .009 -.124 -.133 -.121 -.081 -.099 -
17 ML .03 .18 .244** -.082 -.091 -.047 .068 -.091 -.197** .161* .045 .035 -.069 -.074 -.068 -.045 -.055 -.059 -
18 CG .03 .16 .015 -.075 .081 .092 -.052 -.092 -.058 .014 -.046 -.028 -.063 -.068 -.062 -.041 -.050 -.054 -.030 
19 CML .00 .07 -.054 -.033 .145* -.019 -.052 -.047 -.066 .065 .045 .024 -.028 -.030 -.027 -.018 -.022 -.024 -.013 
20 Adm .02 .14 -.110 .031 .018 .263** .019 -.063 .144* .057 .091 .051 -.056 -.060 -.055 -.037 -.045 -.048 -.027 
21 0 .03 .16 -.123 .277** -.083 .092 -.131 -.134 -.140 -.053 -.046 -.073 -.063 -.068 -.062 -.041 -.050 -.054 -.030 
22 Dip .12 .32 -.202** .099 -.060 .040 -.285** -.181* -.233** .090 .151* .173* .109 -.008 -.136 -.091 .067 .050 -.066 
23 Deg .06 .24 .004 .068 -.013 -.065 -.235** -.221** -.216** -.052 .154* .172* -.095 -.102 -.093 -.062 -.076 .304** -.045 
24 Age 40.20 10.49 -.061 -.176* .206** .120 .530** .384** .558** .063 -.167* -.134 .014 .012 .131 .032 .116 -.286** .112 
25 Eth .86 .35 -.107 .105 .093 -.017 .090 .087 .026 .033 -.050 -.107 -.025 -.092 .153* -.156* .016 .030 -.012 
26 Sg .17 .38 -.160* .209** -.087 -.060 -.176* -.118 -.158* -.053 .248** .200** -.046 .057 -.083 -.113 -.087 .093 -.082 
27 SID .09 .29 -.041 -.044 .026 .069 .102 -.066 .049 -.168* .112 .089 .046 -.076 .165* .000 -.030 .023 -.057 
28 (Jcn .07 .26 -.084 .087 .009 .009 -.142 -.173* -.212** .007 .130 .167* -.048 -.058 -.044 -.071 .059 -.023 .179* 
29 N 4.09 2.71 .145* -.053 -.065 -.105 .015 -.090 -.152* .030 -.027 -.045 -.097 .026 .000 -.091 -.003 .067 .207** 
30 I1WC 9.26 3.93 .174* -.124 .022 -.028 .059 .036 .013 .063 -.048 -.065 -.017 .232** .029 .024 -.069 -.110 -.020 
31 SE 26.69 3.70 -.184* .084 .258** .116 .120 .049 .087 .084 .145* .090 -.055 -.159* -.007 -.037 .005 .062 -.009 
32 Time 3.91 1.80 -.006 -.064 .077 .062 .332** .200** .338** -.141 -.078 -.023 .082 .038 -.017 .038 .122 -.317** -.058 
33 RI 6.79 2.71 .074 .066 -.104 -.074 .192** .077 .159* .026 -.020 .056 .033 .191** .018 .015 -.275** -.138 .001 
34 I&P 51.99 1709 -.085 .031 -.077 .114 -.073 .000 -.017 .015 .044 .096 -.076 -.015 .037 -.167* .015 .211** .005 
35 CA 3901 16.79 -.060 .051 -.091 _.213** ~08_ .040 -.003 .062 .038 .161* .089 .026 .045 -.025 .042 _-.09~_-----,082 
PTa for key 
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A n=188, .ppendlx 6. <) (continued) Stud~ Ic Time 1 Group B: Means, standard deviations, and inter-correlations 
--, 1 VaT: M so 18 19 20 21 22 23 24 25 26 27 28 29 30 31 p J .' ' \, " .
18 CO .03 .16 .. - --
19 CML 
.00 .07 -.012 -
--~- -~ 20 Adm .02 .14 -.024 -.011 -
21 0 .03 .16 -.027 -.012 -.024 
-
22 Dip .12 .32 -.060 .201 .061 -.060 
-
23 Deg .06 .24 -.041 -.018 -.037 -.041 -.091 
24 Age 40.20 10.49 -.022 -.022 .149* -.057 .276** 
25 Eth .86 .35 .068 .030 -.150* .068 .008 
26 Sg .17 .38 -.075 -.033 -.067 -.075 .231** 
27 SID .09 .29 -.052 -.023 -.046 .063 -.057 
28 Gen .07 .26 -.047 .258** .099 -.047 .527** 
29 N 4.09 2.71 .044 -.029 -.155* .031 -.097 
30 HWC 9.26 3.93 .090 -.005 -.094 -.062 -.155* 
31 SE 26.69 3.70 .077 -.034 .042 -.004 .004 
32 Time 3.91 1.80 .101 -.037 .069 .027 -.240** 
33 RI 679 2.71 -.052 -.076 -.043 -.134 -.210** 
34 I&P 51.99 17.09 -.090 -.047 -.063 -.076 .047 
35 CA 39.01 16.79 -.006 -.118 -.010 -.083 .010 
- --
Key. Var: Variable; 
E: E grade; F: F grade; G: G grade; H+: H+ grades & admin; 
Y G: Years in grade; Y W: Years on ward; Y H: Years in hospital; 
PER Previous experience of restructuring; 
FT. Full-timelPart-time working; Hrs: Hours per week; 
-
-.304** -
.037 -.083 
-
.189** -.252** .024 -
-.079 .151* .076 -.143 -
-.071 -.048 .058 .087 .052 -
.101 -.111 .029 .083 -.064 -.069 -
-.057 -.008 -.073 -.101 -.082 -.163* .254** -
.027 .055 .119 -.115 .044 .046 -.327"'* -.069 -
-.354** .403** -.055 -.167* .161 * .003 -.159* -.028 .071 -
-.008 .100 -.151 * .065 .067 -.168* .157* .251** -.062 .116 -
.089 -.015 -.047 .128 -.019 .043 -.077 -.182* .124 -.029 -.064 -
-
-.018 .036 -.047 .012 -.030 .101 -.231** -.050 .087 .086 .100 .442** 
--
- --
Clinical areas - Med: Hospital Medicine; Sur: Hospital Surgical; Eld: Hospital Elderly; Paed: Hospital Paediatrics; OPD: Hospital Out Patients; Sp: Hospital Specialty; 
ML: Mental health & Learning Disability Hospital; CG: Community General; CML: Community Mental health & Learning Disability; Adm: Administration; 0: Other 
clinical areas; 
Professional education - Dip: DiplomaIProject 2000; Deg: Degree in Nursing; 
Eth: Ethnicity; 
Marital status - Sg: Single; SID: Separated/divorced; Gen: Gender; 
Mediators/moderators - N: Neuroticism; HWC: Home-work conflict; SE: Self-efficacy; Time: Time in months before event; 
RI: Restructuring initiatives; I&P: Information & participation; CA: Coping actions 
** correlation p < .0 I (2-tailed); * p < .05 (2-tailed) 
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Appendix 6.10 Study Ic Time 1 Group B: Non-mediator and mediator regressions 
regressing information & participation on restructuring initiatives, and neuroticism, 
home-work conflict, self-efficacy, and time (n=I88) 
Mediator: Personal characteristics, and time 
Predictor B R2 ~2 F Sig: 
Non-mediator test 
Step 1 .170 .024 l.165 NS 
Hospital Paediatric -16.099 .01 
Hospital Specialty 10.457 .04 
Step 2 .179 .029 1.191 NS 
Restructuring initiatives -.736 NS 
Mediator test 
Step 2 .204 .040 1.241 NS 
Neuroticism -.229 NS 
Home-work conflict -.591 NS 
Self-efficacy .478 NS 
Time in months pre event .502 NS 
Step 3 .208 .038 1.224 NS 
Restructuring initiatives .434 .00 
Note. d.f 28,159 (Step 1), 29,158 (Step 2)~ 32,155 (Step 2),33,154 (Step 3) 
Appendix 6.IIa Study Ic Time I Group B: Predicting neuroticism from restructuring 
initiatives (n= 188) 
Neuroticism 
Predictor B R2 ~2 F Sig: 
Dependent variable 
Step 1 .141 -.010 .932 NS 
MH & LD Hospital 2.791 .05 
Step 2 .170 .018 l.119 NS 
Restructuring initiatives .209 .02 
Note. d.f = 28,159 (Step 1), and 29,158 (Step 2) 
Appendix 6.1Ib Study Ic Time I Group B: Predicting home-work conflict from 
restructuring initiatives (n=I88) 
Home-work conflict 
Predictor B R2 ~2 F Sig: 
Dependent variable 
Step 1 .159 .011 1.071 NS 
Hospital Surgical 2.420 .02 
Step 2 .196 .049 1.332 NS 
Restructuring initiatives .342 .01 
Note. d.f 28,159 (Step 1), and 29,158 (Step 2) 
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Appendix 6.IIc Study Ic Time 1 Group B: Predicting self-efficacy from 
restructuring initiatives (n=I88) 
Self-efficacy 
Predictor B R2 ~R? F Sig: 
Dependent variable 
Step 1 .233 .097 1.720 .02 
F grade 2.069 
.03 
G grade 2.973 
.00 
H+ grades 4.124 
.01 
Hospital Surgical -2.197 .02 
Hospital Paediatric -2.543 .05 
Single -1.884 .02 
Step 2 .234 .094 1.666 .03 
Restructuring initiatives -.068 NS 
Note. d.f = 28,159 (Step 1), and 29,158 (Step 2) 
Appendix 6.1Id Study Ic Time 1 Group B: Predicting time in month post event from 
restructuring initiatives (n=I88) 
Time in months ~ost event 
Predictor B R2 L'lR2 F Sig: 
Dependent variable 
Step 1 .407 .303 3.899 .00 
Hospital Elderly -.859 .04 
Hospital Specialty -1.016 .02 
DiplomalProject 2000 -1.565 .00 
Degree in Nursing -1.896 .00 
Gender (Male) 1.198 .03 
Step 2 .407 .298 3.742 .00 
Restructuring initiatives .006 NS 
Note. d.f = 28,159 (Step 1), and 29,158 (Step 2) 
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Appendix 6.12 Study lc Time 1 Group B: Moderated regression analysis predicting 
information & participation from restructuring initiatives interacting with 
neuroticism home-work conflict, self-efficacy and time (n=188) , , 
Information & participation 
Moderator: Personal characteristics, and 
time 
Predictor B R2 ~2 F Sig: 
Moderator 
Step 1 .170 .024 1.165 NS 
Hospital Paediatric 
-16.099 .01 
Hospital Specialty 10.457 .04 
Step 2 .204 .040 1.241 NS 
Neuroticism -.229 NS 
Home-work conflict -.591 NS 
Self-efficacy .478 NS 
Time in months pre event .502 NS 
Step 3 .208 .038 1.224 NS 
Restructuring initiatives .434 .00 
Step 4 .215 .021 1.110 NS 
RI x Neuroticism .087 NS 
RI x Home-work conflict .013 NS 
RI x Self-efficacy .144 NS 
RI x Time in months post event .019 NS 
Note. d.f 28,159 (Step 1), 32,155 (Step 2), 33,154 (Step 3), and 37,150 (Step 4). 
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A drl( 6. 13 Stuclv I c T IN ffc d 
- -- - - - - - - ~ ~oup: Means, stanaara aevlatlOnS, ana Inter-correlatIonS ~n=~L) 
Var M ~[) I 2 3 4 5 6 7 8 9 10 11 12 13 14 IS Ih 
1 E 33 .47 -
2 F .12 .33 -.256* 
-
3 G .11 .31 
-.243* -.129 
-
4 H+ 
.01 .10 -.073 -.039 -.037 
-
5 YG 4.35 4.04 .021 -.090 .074 .121 -
6 YW 3.61 3.36 .088 .153 .030 .263* .361 ** 
-
7 YH 5.48 4.69 .167 .228* .047 .191 .252* .712** 
-
8 PER .25 .44 .027 .174 .282** .182 .213* .413** .457** -
9 FT .63 .49 -.188 .074 .195 .080 -.309** -.157 -.245* -.026 
-
10 Hrs 33.73 7.09 -.166 .031 .258* .093 -.263* -.101 -.158 .000 .827** 
-
. 11 Med .15 .36 -.036 .030 -.051 -.044 -.037 -.086 -.050 .035 .074 .044 -
12 Sur .32 .47 .077 -.250* -.011 .155 -.146 -.166 -.125 .041 .180 .107 -.287** -
13 Eld .17 .38 -013 .184 .116 -.048 .225* .483** .377** .265* -.183 -.097 -.194 -.311** -
14 Paed .02 .15 -.104 -.055 -.052 -.016 -.031 -.049 -.063 -.086 -.040 -.084 -.063 -.101 -.068 -
15 OPD .07 .25 .098 .038 -.092 -.028 -.056 -.074 .114 -.152 -.163 .066 -.112 -.179 -.121 -.039 -
16 Sp .09 .28 -.132 .243* -.108 -.032 -.180 -.125 -.114 -.089 .156 .146 -.131 -.209* -.142 -.046 -.082 -
17 ML .01 .10 ,151 -.039 -.037 -.011 .121 .012 .079 -.061 -.137 -.204 -.044 -.071 -.048 -.016 -.028 -.032 
18 CG .02 .15 -.104 -.055 .187 -.016 .284** -.072 -.047 .086 -.040 -.105 -.063 -.101 -.068 -.022 -.039 -.046 
19 0 .01 .10 -.073 .284** -.037 -.011 -.061 .044 -.011 -.061 -.137 -.279** -.044 -.071 -.048 -.016 -.028 -.032 
20 Dip .18 .39 .027 -.175 .014 -.050 -.237* -.263* -.241 * -.081 .365** .304** .032 .340** -.218* -.071 -.126 -.147 
21 Deg .05 .23 -.167 .207* -.084 -.025 -.104 -.115 -.127 .083 -.015 -.015 -.102 -.163 .016 -.036 -.063 .607** 
22 Age 35.03 9.87 -.047 .139 .141 .074 .455** .413** .346** .272* -.314** -.326** -.202 -.288** .507** -.152 .062 -.166 
23 Eth .95 .23 -.038 -.059 .084 .025 -.015 -.057 -.253* .028 .313** .175 .102 .059 -.143 .036 -.325** .074 
24 Sg .28 .45 -.179 .066 -.142 -.066 -.217* -.259* -.209* -.084 .381 ** .289** .137 .094 -.161 .072 -.166 .406** 
25 SID .07 .25 .004 .310** .049 -.028 .065 .084 -.018 -.152 .020 .029 -.112 -.084 -.005 -.039 -.070 .075 
26 Gen .07 .25 -.090 .038 .049 -.028 .065 .110 -.008 .051 .202 .188 -.112 -.084 . I I 1 -.039 -.070 -.082 
27 N 3.63 2.77 .110 -.181 -.131 -.138 -.142 -.210* -.250* -.250* -.029 -.035 -.086 .099 -.126 .074 .035 -.015 
28 HWC 9.04 3.64 .084 -.080 .025 -.088 -.008 .104 .031 -.133 -.285** -.173 -.130 -.087 .120 .101 -.009 ,103 
29 SE 25.84 3.37 .102 .299** .027 .193 .082 .098 .221 * .045 .090 .065 .105 -.045 -.081 -.060 .091 .061 
30 RI 5.92 2.36 .046 -.159 -.059 -.086 -.151 -.113 -.008 .016 .043 .039 -.118 .005 -.021 .005 .018 .064 
31 I&P 588() 16.93 .069 .043 .167 .206* -.252* -.172 -.134 -.049 .262* .305** -.264* .214* -.153 -.136 .180 .200 
32 CA 42.36 17.23 -.102 .018 .113 .157 -.132 .031 -.013 .136 .191 .122 .046 .087 -.114 -.038 -.026 -.079 
-
_._-
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-- -
- -./ - - -- --
- - - ----- - - -_._- - -------- c;:)- "r" - ----- , - ------ . --------7 ----- ----- - - - -- - -- ---
Var: M SD ]7 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 
]7 ML .01 10 -
18 CG .02 .15 -.016 
-
19 0 .01 .10 -.011 -.016 
-
20 Dip .18 .39 -.050 -.071 -.050 
-
21 Oeg .05 .23 -.025 -.036 -.025 .114 -
22 Age 35.03 9.87 .053 .220* .192 -.250* -.152 -
23 Eth .95 .23 .025 .036 .025 .114 .057 -.170 -
24 Sg .28 .45 -.066 -.094 -.066 -.050 .275** -.433** .150 -
25 SID .()7 .25 -.028 -.039 .397** .101 -.063 .161 .063 -.166 
-
26 Oen .07 .25 -.028 -.039 -.028 .328** -.063 .179 .063 -.l66 .109 -
27 N 3.63 2.77 .204 .020 -.138 .084 -.072 -.212 .003 -.021 -.108 -.092 
-
28 HWC 9.04 3.64 .085 -.084 -.059 -.208* .063 -.011 -.095 -.161 .045 -.007 .240* -
29 SE 25.84 3.37 -.058 .074 .005 -.195 -.032 .031 .032 .046 .104 -.132 -.310** -.192 -
30 RI 5.92 2.36 .004 .005 -.220* .001 .054 -.142 -.055 .123 -.259* .047 .l71 .258* -.038 -
31 I&P 58.86 16.93 -.279** -.114 -.024 .152 .087 -.163 .145 .068 .104 .031 -.123 -.125 .247* .012 -
32 CA 42.36 XL 23 __ -.082 .110 -.027 .278** -.083 -.052 .211 * -.002 -.059 .064 -.112 -.217* .208* -.068 .412** -
- - - ------
Key. Var: Variable; 
E: E grade; F: F grade; G: G grade; H+: H+ grades & admin; 
Y G: Years in grade; Y W: Years on ward; Y H: Years in hospital; 
PER: Previous experience of restructuring; 
FT: Full-timelPart-time working; Hrs: Hours per week; 
Clinical areas - Med: Hospital Medicine; Sur: Hospital Surgical; Eld: Hospital Elderly; Paed: Hospital Paediatrics; OPD: Hospital Out Patients; Sp: Hospital 
Specialty; 
ML: Mental health & Learning Disability Hospital; CG: Community General; 0: Other clinical areas; 
Professional education - Dip: DiplomaIProject 2000; Deg: Degree in Nursing; 
Eth: Ethnicity; 
Marital status - Sg: Single; SID: Separated/divorced; Gen: Gender; 
Mediators/moderators - N: Neuroticism; HWC: Home-work conflict; SE: Self-efficacy; Time: Time in months before event; 
Rl: Restructuring initiatives; I&P: Information & participation; CA: Coping actions 
** correlation p < .01 (2-tailed); * p < .05 (2-tailed) 
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Appendix 6.14 Study Ie Time 1 Non-Affected group: Non-mediator and mediator 
regressions regressing information & participation on restructuring initiatives, and 
neuroticism, home-work conflict, and self-efficacy (n=92) 
Mediator: Personal characteristics 
Predictor B R2 LlR2 F Sig: 
Non-mediator test 
Step 1 .504 .306 2.541 .00 
E grade 9.185 .02 
G grade 18.449 .01 
H+ grades 50.311 .00 
Hospital Medical -12.313 .05 
Hospital MH & LD -47.497 .00 
Step 2 .504 .295 2.410 .00 
Restructuring initiatives -.014 NS 
Mediator test 
Step 2 .533 .315 2.445 .00 
Neuroticism -.412 NS 
Home-work conflict -.329 NS 
Self-efficacy .748 NS 
Step 3 .534 .304 2.328 .00 
Restructuring initiatives .149 NS 
Note. d.f26,65 (Step 1), 27,64 (Step 2); 29,62 (Step 2),30,61 Step 3) 
Appendix 6.15a Study Ie Time 1 Non-Affected group: Predicting neuroticism from 
restructuring initiatives (n=92) 
Neuroticism 
Predictor B R2 LlR2 F Sig: 
Dependent variable 
Step 1 .242 -.061 .797 NS 
Demographic/professional NS 
Step 2 .258 -.055 .825 NS 
Restructuring initiatives -.030 NS 
Note. d.f = 26,65 (Step 1), and 27,64 (Step 2) 
Appendix 6.15b Study Ie Time 1 Non-Affected group: Predicting home-work 
conflict from restructuring initiatives (n=92) 
Home-work conflict 
Predictor B R2 LlR2 F Sig: 
Dependent variable 
Step 1 .277 -.013 .955 NS 
Demographic/professional NS 
Step 2 .289 -.010 .965 NS 
Restructuring initiatives -.035 NS 
Note. d.f = 26,65 (Step 1), and 27,64 (Step 2) 
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Appendix 6.15c Study lc Time 1 Non-Affected group: Predicting self-efficacy from 
restructuring initiatives (n=92) 
Self-efficacy 
Predictor B R2 ~R? F Sig: 
Dependent variable 
Step 1 .346 .084 1.322 NS 
F grade 4.183 .01 
Step 2 .374 .110 1.148 NS 
Infonnation & participation .048 NS 
Note. d.f. 26,65 (Step 1), and 27,64 (Step 2) 
Appendix 6.16 Study Ic Time 1 Non-affected group: Moderated regression analysis 
predicting information & participation from restructuring initiatives interacting with 
neuroticism, home-work conflict, and self-efficacy (n=92) 
Infonnation & participation 
Moderator: Personal characteristics 
Predictor B R2 M2 F Sig: 
Moderator 
Step 1 .504 .306 2.541 .00 
E grade 9.185 .02 
G grade 18.449 .01 
H+ grades 50.311 .00 
Hospital Medical -12.313 .05 
Hospital MH & LD -47.497 .00 
Step 2 .533 .315 2.445 .00 
Neuroticism -.412 NS 
Home-work conflict -.329 NS 
Self-efficacy .748 NS 
Step 3 .534 .304 2.328 .00 
Restructuring initiatives .149 NS 
Step 4 .551 .295 2.154 .01 
RI x Neuroticism .172 NS 
RI x Home-work conflict .025 NS 
RI x Self-efficacy .349 NS 
Note. d.f 26,65 (Step 1),29,62 (Step 2), 30,61 (Step 3), and 33,58 (Step 4). 
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Appendix 6.I7a Study Ic Time I Affected group: Predicting neuroticism from 
'w . & . ( 259) I ormatIon partIcIpatIon n= 
Neuroticism 
Predictor B R2 LlR2 F Sig: 
Dependent variable 
Step 1 .108 -.001 .993 NS 
Demographic/professional NS 
Step 2 .114 .002 1.021 NS 
Information & participation -.015 NS 
Note. d.f 28,230 (Step 1), and 29,229 (Step 2). 
Appendix 6.17b Study I c Time I Affected group: Predicting home-work conflict 
t 'rID f & f ( 259) rom I ormalon partlclpa Ion n= 
Home-work conflict 
Predictor B R2 ~R? F Sig: 
Dependent variable 
Step 1 .166 .064 1.634 .03 
E grade 1.511 .03 
Hospital Surgical 2.182 .01 
Step 2 .183 .080 1.773 .01 
Tnfonnation & particlpation -.032 .03 
Note. d.f = 28,230 (Step 1), and 29,229 (Step 2) 
Appendix 6.I7c Study Ic Time I Affected group: Predicting self-efficacy from 
. £ ti & rt" f ( 259) In orma on pa IClpa Ion n= 
Self-efficacy 
Predictor B R2 ~2 F Sig: 
Dependent variable 
Step 1 .183 .084 1.846 .01 
F grade 2.065 .01 
G grade 2.957 .00 
H+ grades 3.819 .00 
Hospital Surgical -1.645 .04 
Single -1.542 .02 
Step 2 .192 .089 1.874 .01 
Information & participation .021 NS 
Note. d.f = 28,230 (Step 1), and 29,229 (Step 2) 
Appendix 6.I7d Study Ic Time 1 Affected group: Predicting time in months from 
'w ti & rt" f ( 259) 1 orma on pa IClpa Ion n= 
Time in months before event 
Predictor B R2 ~2 F Sig: 
Dependent variable 
Step 1 .220 .125 2.314 .00 
Years in grade .121 .04 
Previous experience of restructuring 1.083 .01 
Hospital Elderly -1.358 .05 
DiplomalProject 2000 -1.601 .04 
Gender 2.694 .01 
Step 2 .240 .144 2.493 .00 
Information & participation -.030 .01 
Note. d.f = 28,230 (Step 1), and 29,229 (Step 2) 
359 
Appendix 6.18 Study lc Time 1 Affected group: Moderated regression analysis 
predicting coping actions from information & participation interacting with 
neuroticism, home-work conflict, self-efficacy and time (n=259) , 
Coping action 
Moderator: Personal characteristics and time , 
Predictor B R2 D.R? F Sig: 
Moderator 
Step 1 .183 .083 1.835 .01 
E grade 5.685 
.05 
F grade 10.788 
.00 
H+ grades 17.706 .00 
Hours .512 .01 
Hospital Medical 7.289 .05 
Hospital OPD 10.396 .01 
Step 2 .230 .121 2.113 .00 
Neuroticism -1.352 .00 
Home-work conflict .122 NS 
Self-efficacy -.012 NS 
Time in months -.191 NS 
Step 3 .368 .275 3.956 .00 
Information & participation .394 .00 
Step 4 .373 .268 3.551 .00 
AE x Neuroticism .011 NS 
AE x Home-work conflict .012 NS 
AE x Self-efficacy .022 NS 
AE x Time before event .015 NS 
Note. d.f 28,230 (Step 1),32,226 (Step 2), 33,225 (Step 3), 37,221 (Step 4) 
Appendix 6.19 Study 1 c Time 1 Group A: Non-mediator and mediator regressions 
regressing coping action on information & participation, and neuroticism, home-
work conflict self-efficacy and time (n=71) , , 
Mediator: Personal characteristics, and time 
Predictor B R2 D.R2 F Sig: 
Non-mediator test 
Step 1 .347 .028 1.088 NS 
Demographic/professional NS 
Step 2 .376 .050 1.153 NS 
Information & participation .202 NS 
Mediator test 
Step 2 .426 .065 1.180 NS 
Neuroticism -1.236 NS 
Home-work conflict 1.105 NS 
Self-efficacy -.090 NS 
Time in months pre event .368 NS 
Step 3 .455 .091 1.250 NS 
Information & participation .211 NS 
Note. d.f23,47 (Step 1),24,46 (Step 2); 27,43 (Step 2),28,42 (Step 3). 
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Appendix 6.20a Study lc Time 1 Group A: Predicting neuroticism from infonnation 
& participation (n=71) 
Neuroticism 
Predictor B R2 ~2 F Sig: 
Dependent variable 
Step 1 .283 -.068 .807 NS 
Hospital Surgical -4.023 
.03 
Step 2 .295 -.073 .801 NS 
Information & participation -.027 NS 
Note, d.f 23,47 (Step 1), and 24, 46 (Step 2). 
Appendix 6.20b Study 1 c Time 1 Group A: Predicting home-work conflict from 
infonnation & partIcIpation (n=71) 
Home-work conflict 
Predictor B R2 Lill,2 F Sig: 
Dependent variable 
Step 1 .480 .226 1.890 .03 
Full-time working -4.411 .03 
Hospital Surgical 3.905 .04 
DiplomaiProject 2000 -3.748 .04 
Step 2 .487 .220 1.822 .04 
Information & participation -.025 NS 
Note, d.f = 23,47 (Step 1), and 24,46 (Step 2) 
Appendix 6.20c Study lc Time 1 Group A: Predicting self-efficacy from information 
& rt·· f ( 71) pa ICIpa IOn n= 
Self-efficacy 
Predictor B R2 ~R2 F Sig: 
Dependent variable 
Step 1 .354 .038 1.121 NS 
H+ grades 6.348 .05 
Ethnicity -3.304 .05 
Step 2 .357 .022 1.065 NS 
Information & participation .014 NS 
Note. d,f. = 23,47 (Step 1), and 24,46 (Step 2) 
Appendix 6.20d Study lc Time 1 Group A: Predicting time in months before event 
from information & participation (n=71) 
Time in months before event 
Predictor B R2 Lill,2 F Sig: 
Dependent variable 
Step 1 .686 .532 4.458 .00 
Years on current ward! dept -.155 .00 
Hospital Surgical -1.523 .01 
Hospital Elderly 1.211 .01 
Hospital Specialty Ward 1.765 .01 
Separated or Divorced -1.366 .03 
Step 2 .691 .530 4.285 .00 
Information & participation -.086 NS 
Note. d.f = 23,47 (Step 1), and 24,46 (Step 2) 
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Appendix 6.21a Study lc Time 1 Group B: Predicting neuroticism from information 
& rt"· ( ( 188) pa lClpa Ion n= 
Neuroticism 
Predictor B R2 LlR2 F Sig: 
Dependent variable 
Step 1 .141 -.010 .932 NS 
MH & LD Hospital 2.801 .04 
Step 2 .152 -.004 .975 NS 
Inf01mation & participation -.018 NS 
Note. d.f 28,159 (Step 1), and 29,158 (Step 2) 
Appendix 6.21h Study lc Time 1 Group B: Predicting home-work conflict from 
'w f & rf' ( ( 188) 1 ormalon pa lClpa IOn n= 
Home-work conflict 
Predictor B R2 ~R2 F Sig: 
Dependent variable 
Step 1 .159 .011 1.071 NS 
Hospital Surgical 2.289 .02 
Step 2 .179 .028 1.187 NS 
Information & participation -.036 .05 
Note. d.f 28,159 (Step 1), and 29,158 (Step 2) 
Appendix 6.21c Study lc Time 1 Group B: Predicting self-efficacy from information 
& rf' ( ( 188) pa lClpa Ion n= 
Self-efficacy 
Predictor B R2 LlR2 F Sig: 
Dependent variable 
Step 1 .233 .097 1.720 .02 
F grade 2.086 .03 
G grade 3.069 .00 
H+ grades 3.834 .01 
Hospital Surgical -2.103 .02 
Single -1.947 .02 
Step 2 .244 .105 1.759 .02 
Information & participation .026 NS 
Note. d.f = 28,159 (Step 1), and 29,158 (Step 2) 
Appendix 6.21d Study lc Time 1 Group B: Predicting time in month post event from 
information & participation (n=188) 
Time in months post event 
Predictor B R2 ~R2 F Sig: 
Dependent variable 
Step 1 .407 .303 3.899 .00 
Hospital Elderly -.877 .04 
Hospital Specialty -1.080 .02 
Diploma & Project 2000 -1.557 .00 
Degree in Nursing -1.899 .00 
Gender (Male) 1.176 .00 
Step 2 .410 .302 3.784 .00 
Information & participation .006 NS 
Note. d.f = 28,159 (Step 1), and 29,158 (Step 2) 
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Appendix 6.22 Study lc Time 1 Group B: Moderated regression analysis predicting 
coping action from information & participation interacting with neuroticism, home-
work conflict, self-efficacy, and time (n 188) 
Coping action 
Moderator: Personal characteristics, and time 
Predictor B R2 [\R2 F Sig: 
Moderator 
Step 1 
.207 .067 1.480 NS 
E grade 7.379 .03 
F grade 11.121 .01 
H+ grades 16.142 .01 
Hours .422 .04 
Hospital Medical 11.689 .00 
Step 2 .261 .108 1.707 .02 
Neuroticism -1.536 .00 
Home-work conflict -.020 NS 
Self-efficacy -.050 NS 
Time in months post event .298 NS 
Step 3 .416 .291 3.328 .00 
Information & participation .434 .00 
Step 4 .422 .279 2.956 .00 
AE x Neuroticism -.015 NS 
AE x Home-work conflict .012 NS 
AE x Self-efficacy -.019 NS 
AE x Time in months post event .024 NS 
Note. d.f28,159 (Step 1), 32,155 (Step 2),33,154 (Step 3), and 37,150 (Step 4). 
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Appendix 6.23a Study I c Time I Non-Affected group: Predicting neuroticism from 
iIID f & " . ( 92) partIcIpatIon n= ormalon 
Neuroticism 
Predictor B R2 L1R2 F Sig: 
Dependent variable 
Step 1 
.242 
-.061 .797 NS 
Demographic/professional NS 
Step 2 
.258 -.055 .825 NS 
Information & participation 
Note. d.f. 26,65 (Step 1), and 27,64 (Step 2) 
-.030 NS 
Appendix 6.23b Study Ic Time I Non-Affected group: Predicting home-work 
nfl t fl '0£ f & . ( 92) co IC rom I ormalon partIcIpation n= 
Home-work conflict 
Predictor B R2 Lill.2 F Sig: 
Dependent variable 
Step 1 
.277 -.013 .955 NS 
Demographic/professional NS 
Step 2 
.289 -.010 .965 NS 
Information & participation 
-.035 NS 
Note. d.f. = 26,65 (Step 1), and 27,64 (Step 2) 
Appendix 6.23c Study Ic Time I Non-Affected group: Predicting self-efficacy from 
'0£ ti & rf' 1" ( 91 ) I orma on pa IClpa Ion n= ~ 
Self-efficacy 
Predictor B R2 L1R2 F Sig: 
Dependent variable 
Step I 
.346 .084 1.322 NS 
F grade 4.183 .01 
Step 2 .374 .110 1.148 NS 
Information & participation .048 NS 
Note. d.f 26,65 (Step I), and 27,64 (Step 2) 
Appendix 6.24 Study Ic Time I Non-affected group: Moderated regression analysis 
predicting coping actions from information & participation interacting with 
neuroticism home-work conflict and self-efficacy (n=92) , , 
Coping action 
Moderator: Personal characteristics 
Predictor B R2 L1R2 F Sig: 
Moderator 
Step 1 .264 -.031 .895 NS 
Diploma & Project 2000 14.201 .02 
Step 2 .320 .002 1.006 NS 
Neuroticism -.253 NS 
Home-work conflict -.252 NS 
Self-efficacy 1.341 NS 
Step 3 .454 .185 1.689 .04 
Information & participation 
Step 4 .462 .156 1.509 NS 
AE x Neuroticism .019 NS 
AE x Home-work conflict .004 ~S 
AE x Self-efficacy .036 ~S 
NOlt:. d.f. 26,65 (Slt:p 1),29,62 (Slt:p 2). 30,61 (Slt:p 3). and 33,58 (Slt:p 4). 
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Appendix 6.25 Study Ic Affected group, Job satisfaction: Multiple regression 
(n=259) 
Job satisfaction 
Predictors B Rk RZ chan~e F Sig Bivariate Partial 
% % 
Step 1 .133 1.26 NS 
Specialty ward 5.93 
.002 .197 4 .192 
--+ 
Degree 6.06 
.017 .137 2 .148 2 
Step 2 .370 .237 28.50 .000 
Restructuring initiatives -.801 
.000 -.31 9 -.25 6 
Infonnation & participation .128 
.000 .44 19 .24 6 
Coping action .096 
.002 .21 4 .17 , .) 
Step 2 (with JSS added) .452 .319 21.73 .000 
JS-X (Job Stress Index) .07 NS -.369 14 .023 <1 
JP-X (Job Pressure Index) .03 NS -.179 3 .017 <1 
LS-X (Lack of Support Index) -.22 .005 -.486 24 -.142 2 
Step 2 (all CE variables) .569 .436 14.48 .000 
Restructuring initiatives -.390 .016 -.305 9 -.109 1 
Infonnation & participation .070 .006 .436 19 .l24 2 
Coping action .056 .040 .284 8 .093 <1 
JS-X .157 NS -.369 14 .048 <1 
JP-X .013 NS -.179 3 .007 <1 
LS-X -.193 .005 -.486 24 -.l20 1 
Self-efficacy .184 NS .198 4 .074 <1 
Job insecurity -.037 NS -.111 1 -.021 <1 
QOL 1 -.048 NS .176 3 -.065 <1 
QOL2 .073 .030 .289 8 .097 <1 
QOL3 -.020 NS .109 1 -.040 <1 
QOL4 -.004 NS .245 6 .005 <1 
Absent .359 NS .030 <1 .040 <1 
Impact of Restructuring .313 .000 .501 25 .223 5 
Intention to Quit -.142 .002 -.428 18 -.143 2 
Step 3 .569 .006 .928 NS 
Neuroticism -.004 NS -.279 8 -.001 <1 
Home-work conflict -.032 NS -.158 2 .013 <1 
Self-efficacy .l82 NS .198 4 .071 <1 
Note. d.f. 28,230 (Step 1); 3,227 (Step 2); 6,224 (Step 2); 15,215 (Step 2); 14,216 (Step 2) & 3,213 (Step 3). 
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Appendix 6.26 Study 1 c Affected group, Intention to quit: Multiple regression 
(n-259) 
Intention to quit 
Predictors B Rl RZ change F Sig Bivariate Partial 
% 
Step 1 .200 2.051 .002 
Years in grade .378 
.039 .009 <1 .122 
Surgical Ward -5.728 
.012 -.166 3 -.150 
Diploma -5.760 
.020 .027 <1 -.138 
Age -.326 
.000 -.233 5 -.215 
Single 4.611 
.019 .178 3 .139 
Step 2 .281 .081 8.498 .000 
Restructuring initiatives .974 
.000 .259 7 .217 
Information & participation -.099 
.020 -.188 4 -.132 
Coping action .016 NS .004 <1 .020 
Step 2 (with JSS added) .397 .197 12.176 .000 
JS-X (Job Stress Index) .284 NS .456 21 .063 
JP-X (Job Pressure Index) -.113 NS .271 7 -.049 
LS-X (Lack of Support Index) .144 NS .506 26 .065 
Step 2 (all CE variables) .508 .308 8.965 .000 
Restructuring initiatives .119 NS .259 7 ,023 
Information & participation -.023 NS -.188 4 -.029 
Coping action .064 NS .004 <1 .076 
JS-X .390 NS .456 21 .085 
JP-X -.173 NS .271 7 -.073 
LS-X .015 NS .506 26 .006 
Self-efficacy .037 NS -.102 1 .010 
Job insecurity .391 .001 .277 8 .165 
QOLI -.166 .001 -.272 7 -.165 
QOL2 -.019 NS -.232 5 -.017 
QOL3 .022 NS -.124 2 .031 
QOL4 .044 NS -.242 6 .041 
Absent .956 NS .007 <1 .077 
Impact of Restructuring -.050 NS -197 4 -.002 
Job satisfaction -.319 .002 -.428 18 -.153 
Step 3 .509 .002 .242 NS 
Neuroticism .189 NS .226 5 .037 
Home-work conflict -.057 NS .127 2 -.017 
Self-efficacy .071 NS -.102 1 .020 
% 
2 
2 
2 
5 
2 
5 
2 
<1 
<1 
<1 
<1 
<1 
<1 
<1 
<1 
<1 
<1 
<1 
3 
3 
<1 
<1 
<1 
<1 
<1 
2 
<1 
<1 
<1 
Note. d.£. 28,230 (Step 1); 3,227 (Step 2); 6,224 (Step 2); 15,215 (Step 2); 14,216 (Step 2) & 3,213 (Step 3). 
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Appendix 6.27a Study Ic Time 1: Restructuring initiatives final model 
tlriij -- N(.x13, Q) 
tlriif = POlconstant + -0.057(0.OI8)t1jsij + O.057(0.011)tljsxij + 
2.262(0.476)gh critical care~i + 1.844(0.508)gh medicaly' + 
2.203(0.488)gh surgicalij + 2. 1 2 1 (0.479)Gh ElderlYij + 
1.849(0. 732)gh paediatricij + 1.722(0.573)Gh Specialistij + 
0.539(0.876)mh & Id hospitalij + -O.115(0.918)general commy' + 
-1.218(2.241)Mh & Ld Commij + 1.067(1. 181)adminij + 
-0. 192(0.986)Othersij + 0.1 77(0.051)tlneurij + 0.074(0.033)tlhwcij + 
-0. 1 03(0. o 37)yearswardcentre dij + 0.082(0.027)yearshospita1centred~i + 
0.020(0.008)t1cay' + 0.245(0.084)time in monthsij + 
1.253(0.435)group aij + -0.223(0.433)group bij + 0.034(0.011)t1qo12ij + 
-0.024(0.011)Uqo14y' + -0.407(0. 272)full-time#4y' 
POi = 1.559(1.233) + e Oij 
-2*loglikelihood(IGLS) = 1535.096(351 of351 cases in use) 
Key. Tljs: Job satisfaction; tljsx: Job Stress Index; gh critical care: General hospital, critical care unit; 
Gh medical: General hospital, medical ward; gh surgical: General hospital, surgical ward; 
gh Elderly: General hospital, Eldcrly care ward; gh Paediatric: General hospital, Paediatric ward; 
gh Specialist: General hospital, Specialist ward; 
mh & ld hospital: Mental health & Learning Disability hospital; gen comm.: General nursing community; 
Mh & ld comm.: Mental health & Learning Disability community; Admin: Nursing administration; 
Others: Other clinical specialties; tlneur: Neuroticism; tlhwc: Home-work conflict; 
Yearswardcentred: Years on ward; yearshospitalcentred: Years in hospital; tlca: Coping action; 
A endix 6.27b Study Ic Time I: Restructurin initiatives level I residuals 
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Appendix 6.28a Study Ic Time 1: Information & participation final model 
tlae!i ..... N(XB, Q) 
tlacij = POiconstaIlt + 0.336(0.041)tlcaij + 0.406(O.117)tljs~i + 
-0.133(O.063)tljsxij + 2. 126(2.876)gh critical careij + 
-6.280(3. 150)gh medicalij + 1.867(2.950)Gh Surgicalij + 
-2.111 (2.961 )Gh Elderly ij + -11. 869( 4.43 7)gh paediatric ij + 
6. 129(3.442)Gh Specialistij + -6.431 (5.299)Mh & Ld hospital~/ + 
-1 1. 779(5.608)general commij + 6. 187(13.685)Mh & Ld Cornrn~/ + 
-6.390(7.188)adminij + -7.095(6.074)Othersij + 
-0.963(0.241)time in monthsij + -0.674(0.308)tlseij + 
0.199(0.11 TJt 1 irij + 8.727(2.238)t1selliu· 
POi = 48.150(7.648) + e Oij 
-2*loglikelihood(IGLS) = 2812.211(351 of351 cases in use) 
Key. AE: Information & participation; Tljs: Job satisfaction; tljsx: Job Stress Index; 
gh critical care: General hospital, critical care unit; 
Gh medical: General hospital, medical ward; gh surgical: General hospital, surgical ward; 
gh Elderly: General hospital, Elderly care ward; gh Paediatric: General hospital, Paediatric ward; 
gh Specialist: General hospital, Specialist ward; 
mh & ld hospital: Mental health & Learning Disability hospital; gen con1lll.: General nursing con1lllunity; 
Mh & ld comm.: Mental health & Learning Disability community; Admin: Nursing administration; 
Others: Other clinical specialties; tlse: Self-efficacy; tlir: Impact of restructuring; tlselh: Self-efficacy split at 
median tlca: Coping action; 
A endix 6.28b Stud Ic Time 1: Information & articipation level 1 residuals 
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Key. Appraisal effectiveness: Information & participation 
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Appendix 6.29a Study lc Time 1: Coping action final model 
t1caij ~ N(XB, Q) 
tlcaij = POijconstant + 0.332(0.047)tlaeij + 0.378(0.154)tljin£i + 
0.492(0.110)t1irij + -10.826(3.967)c & dU' + -5.648(3.922)ey' + 
-5.574(4.120)fU· + -7.656(4.103)Gij + -1.224(O.329)tlneur~/ + 
0.058(0.060)t1jpxij + 5. 189(2.533)t1jpxneurij 
POij = 20.038(5.423) + U OJ + e OU' 
[u OjJ - N(O, QJ : Q" = [27.948(13.034)J 
-2*loglikelihood(IGLS) = 2841.911 (351 of351 cases in use) 
Key. Tlae: Information & participation; 
tljin: Job insecurity; 
t 1 ir: Impact of restructuring; 
c-g: grades; 
tlneur: Neuroticism; 
tljpx: Job Pressure Index; 
jpxneur: Job Pressure Index x Neuroticism interaction 
A endix 6.29b Stud lc Time 1: Co in action level 1 residuals 
Time 1 coping actions: Level 
1 iesiduals (n=351) 
3.1 .. 
.-.. 2.3 
....... 
~ 1.5 
(;) 0.8 5 0.0 - - - - - - - - - - - - -
o -0.8 
~ B -1.5 ." 
(J) -2.3 , 
-3.1 +=--I--4---+-.!..--+---+--f-----i 
-3.0 -2.3 -1.5 -0.8 0.0 0.8 1.5 2.3 3.0 
nscore 
369 
A endix 6.29c Stud Ie Time 1: Co in action level two residuals 
'-'" 
Time 1 coping actions: Level 
2 residuals (n=; 64) 
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Appendix 6.30a Study Ic Time I: Job insecurity final model 
tljiny'''''' N(XB, Q) 
tljiny = Posconstant + 0.OI8(O.017)t1ca!i + -0.055(0.OI8)tlqo14ij + 
0.1 11(O.025)tlitCLj + O.218(O.038)tlirij + -0.108(O.039)tljsij + 
0.098(O.076)tlhwcij + -3.290(1.266)c & dij + -3.876(1.238)ey + 
-2.l13(1.310)fij + -3.329(1.291)Gy' + 0.1 32(O.060)yearS?lardcentredij + 
0.088(O.026)agecentredy + 1.981(O.769)tlcahwcy' 
POi = 7.473(2.245) + e Oij 
-2*loglikelihood(IGLS) = 2032.550(351 of351 cases in use) 
Key. T 1 ca: Coping action; 
tlqo14: QOL (Environment); 
tlitq: Intention to quit: 
t 1 ir: Impact of restructuring; 
tljs: Job satisfaction; 
tlhwc: Home-work conflict; 
yearswardcentred: Years on ward; 
agecentred: Age; 
tlca: Coping action; 
tlcahwc: Coping action x home-work conflict interactions 
A endix 6.30b Stud Ic Time 1: Job insecurity level one residuals 
Time 1 job insecurity: Level 1 
residuals (n=351) 
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Appendix 6.31a Study Ic Time 1: Job satisfaction fmal model 
t1jsij ..... N(XB, Q) 
tljsij = POiconstaIlt + 0.068(0.019)tlaeij + -0. 138(0.061)tljulij + 
0.079(0.026)tljpxij + -0.1 55(0.027)tl1sxij + -0.1 16(0.033)tlitqy + 
0.385(0.044)tlirij + -0.328(0.107)t1neurij + -1.290(0.658)ftJptij 
POi = 19.275(1.950) + e Oij 
-2 *loglikelih00 d(IGLS) = 2200.857(351 of351 cases in use) 
Key. Tlae: Information & participation; 
tljin: Job insecurity; 
tljpx: Job Pressure; 
tllsx: Lack of Support Index; 
tlitq: Intention to quit: 
tlir: Impact of restructuring; 
tlneur: Neuroticism; 
ftlpt: full-time/part-time working. 
A endix 6.3Ib Study Ic Time 1: Job satisfaction level one residuals 
Time 1 job satisfaction: Level 
1 residuals (n=351) 
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Appendix 6.32a Study Ie Time 1: JS-X (Job Stress Index) fmal model 
t1jsX~j ..... N(A:B, Q) 
t1jsx~/ = POiconstant + 0.454(0.011)tljpxij + 0.473(0.012)tllsxij + 
-0. 089(0. o 48)t1 neury" + -0.163(0.513)gh critical care~/ + 
-0.848(0.558)gh medicalij + -0.235(0.519)Gh Surgicalij + 
-1.638(0.526)Gh Elderly ij + 0.342(0.787)gh paecliatricij + 
0.547(0.612)Gh Specialisty' + -2.433(0.963)Mh & Ld hospitalf,i + 
1.420(l.002)general commy' + 1. 184(2.424)IvIh & Ld Commy + 
-2. 190(l.287)a,dIninij + O.678(1.095)ot.~ersy + 0.737(0.294)Full-timeij + 
1.648(0.728)c & dij + 2.279(0.722)eij + 2.041(0.737)fij + 
2.372(0.721)gij + 0.051 (O.044)tlsey" + -1.208(0.408)tllsxseij 
POi = -2.372(1.562) + e Oij 
-2*loglikelihood(IGLS) = 1594.877(351 of351 cases in use) 
Key. tljpx: Job Pressure Index; tllsx: Lack of Support Index; tlneur: Neuroticism; 
gh critical care: General hospital, critical care unit; 
Gh medical: General hospital, medical ward; gh surgical: General hospital, surgical ward; 
gh Elderly: General hospital, Elderly care ward; 
gh Paediatric: General hospital, Paediatric ward; 
gh Specialist: General hospital, Specialist ward; 
mh & ld hospital: Mental health & Learning Disability hospital; 
gen comm.: General nursing community; 
Mh & ld comIll.: Mental health & Learning Disability community; 
Admin: Nursing administration; Others: Other clinical specialties; 
c-g: grades; tlse: Self-efficacy; tllsxse: Lack of Support Index x self-efficacy interaction. 
A endix 6.32b Study Ic Time I: JS-X Job Stress Index) level one residuals 
Time 1 JS-X: Level 1 
residuals (n=351) 
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Appendix 6.33a Study Ie Time 1: JP-X (Job Pressure Index) final model 
tljpxij"" N(XB, Q) 
tljpxij = POiconstfu1'].t + 1.847(O.046)tljsxij + -O.758(0.038)t1lsxij + 
-5.112(l.435)c & dij + -6.272(l.416)ey + -4.872(1.458)fij + 
-5.1 14(1.428)gij + -1.553(O.585)Full-timeij + 
0.780(1.020)gh critical carey + 2.543(1.105)gh medicalij + 
1. 1 87(1.030)Gh Surgicalij + 3.582(1.043)Gh Elderly ij + 
-0.374( 1. 565)gh paediatric ij + -0. 213( 1. 21 7)Gh Specialist!/ + 
5.430(1.907)Mh & Ld hospitalij + -2.309(l.994)general commij + 
-2.377( 4.832)Mh & Ld Commij + 3.690(2.560)adminij + 
-2.030(2.1 75)othersij' + 0.341(O.116)tlneurij + -0.1 01(O.088)tlseij' + 
-2.1 03(0.862)tljsxneur~i + 2.160(0.814)tllsxsefi 
POi = 7.769(3.104) + e Oij 
-2*loglikelihood(IGLS) = 2076.553(351 of351 cases in use) 
Key. tljsx: Job Stress Index; tllsx: Lack of Support Index; tlneur: Neuroticism; 
gh critical care: General hospital, critical care unit; 
Gh medical: General hospital, medical ward; gh surgical: General hospital, surgical ward; 
gh Elderly: General hospital, Elderly care ward; gh Paediatric: General hospital, Paediatric ward; 
gh Specialist: General hospital, Specialist ward; 
mh & ld hospital: Mental health & Learning Disability hospital; gen comm.: General nursing community; 
Mh & ld comm.: Mental health & Learning Disability community; Admin: Nursing administration; 
Others: Other clinical specialties; c-g: grades; tlse: Self-efficacy; tllsxse: Lack of Support Index x self-efficacy 
interaction; jsxneur: Job Stress Index x Neuroticism interaction. 
A endix 6.33b Stud Ie Time 1: JP-X (Job Pressure Index) level one residuals 
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Appendix 6.34a Study Ic Time 1: LS-X (Lack of Support) final model 
tllsxij -- N(.KB, Q) 
tl1sxu = POlconstant + 1.749(0.045)tljsxij + -0.686(0.036)tljpxU· + 
0.214(0.092)tlneurU· + -0. 136(0.037)tljsij + -1.989(1.399)c & duo + 
-3.045(1.401)eij + -3.520(1.453)fij + -4.422(1.42T)gij + 
0.949(1.011)gh critical careij + 1.751(1.100)gh medic~. + 
O.318(1.020)Gh Surgicalu' + 2.987(1.035)Gh Elderly!/ + 
-0.319(1.542)gh paediatricu' + -0.639(1.21 Q)Gh Specia1ist~j + 
4.978(1.897)Mh & Ld hospitalij + -O.685(l.957)general comm
u
' + 
-1.37 4( 4.781)l\1h & Ld Commu' + 4.408(2.536)adrninu + 
-0.682(2. 151)othersu 
Po j = 4.00 1 (1.915) + e 0 ij 
[eo .l ~N(O, Qe) : Oe= r'/l )-20(1 ~..,')·)l ljJ L-' "" .v __ , J 
-2*loglikelihood(IGLS) = 2073.448(351 of351 cases in use) 
Key. tljpx: Job Pressure Index; tllsx: tljsx: Job Stress Index; tlneur: Neuroticism; tljs: Job 
satisfaction; gh critical care: General hospital, critical care unit; 
Gh medical: General hospital, medical ward; gh surgical: General hospital, surgical ward; 
gh Elderly: General hospital, Elderly care ward; gh Paediatric: General hospital, Paediatric ward; 
gh Specialist: General hospital, Specialist ward; 
mh & ld hospital: Mental health & Learning Disability hospital; gen comm.: General nursing 
community; 
Mh & ld comm.: Mental health & Learning Disability community; Admin: Nursing administration; 
Others: Other clinical specialties; c-g: grades; 
A endix 6.34b Stud Ic Time 1: LS-X (Lack of Support) level one residuals 
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Appendix 6.35a Study Ie Time 1: QOLI (Physical) fmal model 
tlqol1ij r--.J N(XBJ Q) 
tlqoll~i = /3oicollstant + 0.303(0.049)tlqo12ij + 0.353(0.053)tlqo14~/ + 
-0. 125(0.056)t1itqij + -0 .366(0 .125)yearsgradecentred~/ 
POi = 36.346(3.768) + e Oil 
[eoyJ -N(O,Oe): 0.,= [119.461(9.018)J 
-2*loglikelihood(IGLS) = 2674.926(351 of351 cases in use) 
Key. Tlqo12: QOL (Psychological functioning); 
tlqo14: QOL4 (Environment); 
t 1 itq: Intention to quit; 
yearsgradecentred: years in grade. 
A endix 6.35b Stud Ie Time 1: QOLI Ph sical) level one residuals 
Time 1 QOL 1 (Physical): 
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Appendix 6.36a Study Ic Time 1: QOL2 (Psychological functioning) final model 
tlqo12~/ -- N(.xB, Q) 
tlqo12y- = POiconstant + 0.188(0.049)tlqolly' + 0.205(O.029)tlqo13y' + 
0.310(0. 046)tl qo14ij + -0.354(0 .118)yearswardcentredij + 
-1.572(0.1 89)t1neury' + -0.200(0.1 78)t 1 hwcy- + 
3.997(1.592)t1qollhwcy' 
POi = 25.263(4.870) + e Oy' 
[e Qii] - N(O, Q,,) : Q" = (9l.l02(6.877) ] 
-2*loglikelihood(IGLS) = 2579.801 (351 of351 cases in use) 
Key. Tlqoll: QOLl(physical); 
tlqol3: QOL3 (Social); 
tlqol4: QOL4 (Environment); 
yearswardcentred: years on ward; 
tlneur: Neuroticism; 
tlhwc: Home-work conflict; 
tlqollhwc: QOLI (physical) x Home-work conflict interaction. 
Appendix 6.36b Study Ic Time 1: QOL2 (Psychological functioning) level one 
• 1 1 
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Time1 QOL 2: Level 1 
residuals (n=351) 
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Appendix 6.37a Study lc Time 1: QOL3 (Social relationships) final model 
tlqo13y -- N(XB, Q) 
tlqo13y = POiconstant + O.649(O.060)tlqo12y + -0.630(O.236)tlhwcy + 
8.895(2.212)With spousey + 5. 1 25(3.602)Separatedidivorcedy 
POi = 27.651(5.341) + e Oy 
-2*loglikelihood(IGLS) = 2957.410(351 of351 cases in use) 
Key. Tlqo12: QOL (psychological functioning); 
tlhwc: Home-work conflict; 
With spouse: Lives with spouse; 
Separated/divorced: Is separated or divorced. 
A endix 6.37b Study lc Time 1: QOL3 (Social relationships) level one residuals 
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1 residuals (n=351) 
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Appendix 6.38a Study Ie Timel: QOL4 (Environment) final model 
t1qo14ij"'" N(X"B, Q) 
tlqo14ij = POI-constant + O.306(O.046)tlqollij + 0.391 (O.048)tlqo12U' + 
0.471(0. 1 56)tlseij + -0.488(O.207)tlriij + -O.248(O.107)t1jinU + 
O.200(0.180)t1hwcij + 0.179(0.054)agecentredij + 
-4. 065( 1. 718)t1 qo12hwcij 
POi = 9.409(5.772) + e OU' 
-2*loglikelihood(IGLS) = 2610.962(351 of351 cases in use) 
Key. Tlqoll: QOLI(physical); tlqo12: 
QOL2 (psychological functioning); 
tlse: Self-efficacy; 
tlri: Restructuring initiatives; 
tljin: Job insecurity; 
tlhwc: Home-work conflict; 
agecentred: Age; 
tlqo12hwc: Qo12 (psychological functioning) x Home-work conflict interaction, 
A endix 6.38b Study Ie Time I : QOL4 (Environment) level one residuals 
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Appendix 6.39a Study Ie Time 1: Intention to quit fInal model 
t1 it~j -- N (XB, Q) 
tlitqu- = POiconstant + 0.341(0.091)tlj:hlij + -O.l20(0.091)tljsij + 
0.412(0.082)tljsx~i + -0.180(0.066)t1jpxij + -0.024(0.048)t1qollij + 
-0. 245(0. 054)agecentredu' + 0.295(0.116)yearsgradecentred~/ + 
0.091(1. 139)Full-timefi + -0.775(2.789)c & dij + 1. 13 1 (2.630)eU' + 
1.296(2.593)fij + -0.231 (2.558)Gij + -2.51 1 (0. 958)t1jsft/ptu' + 
-1.098(0.533)t1qollgradeij 
POi = 23.452(4.500) + e Oij 
-2*loglikelihood(IGLS) = 2486.563(351 of351 cases in use) 
Key. tlae: Information & participation; 
tljin: Job insecurity; 
tljsx: Job Stress Index; 
t Ijpx: Job Pressure Index; 
tlqol1: QOLI (physical); 
agecentred: Age; 
yearsgradecentred: Years in grade; 
c-g: grades 
tljsftlpt: Job satisfaction x full-time/part-time interaction. 
Tlqollgrade: QOLI(physical) x Grade interaction 
A endix 6.39b Stud Ie Time 1: Intention to uit level one residuals 
Time 1 intention to quit: Level 
1 residuals (n=351) 
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Appendix 6.40a Study Ic Timel: Impact of restructuring final model 
tliry- ~ N(XB, Q) 
tliry- = POiconstcL~t + 0.051(0.022)tlaey- + 0.063(0.021)tlca~i + 
0.1 56(0.099)tljinyo + 0.430(0.045)tljsij + -0.049(0.022)tljpxij + 
2.255(O.766)Full-timey- + -1. 720(1.237)gh critical carey- + 
-2.453(1.337)gh medicai{/ + -O.862(1.251)Gh Surgicaly- + 
-O.419(1.260)Gh Elderlyyo + -1.450(1.913)gh paediatricy- + 
-1.226(1.510)Gh Specialistij + -1.480(2.332)Mh & Ldhospitalij + 
3.048(2.385)general commij + 1.441 (5. 794)rvfu & Ld Commij + 
-5.968(3.082)adminij + -7. 953(2. 648)othersyo + 4.297(1.755)c & d~i + 
3.281(1.743)eij + 2.468(1.782)fij + 1.247(1.754)gyo + 
-2.254(0.927)group aij + -1.034(0. 783)group by- + 
1.825(0.726)tljinftiptij 
POi = -0.073(2.744) + e Oij 
-2*loglikelihood(IGLS) = 2205.611(351 of351 cases in use) 
Key. Tlae: Information & participation; tlca: Coping action; tljin: Job insecurity; tljpx: Job Pressure Index; 
tljs: Job satisfaction; gh critical care: General hospital, critical care unit; Gh medical: General hospital, medical 
ward; gh surgical: General hospital, surgical ward; gh Elderly: General hospital, Elderly care ward; gh Paediatric: 
General hospital, Paediatric ward; gh Specialist: General hospital, Specialist ward; mh & ld hospital: Mental 
health & Learning Disability hospital; gen comm.: General nursing community; Mh & Id comm.: Mental health 
& Learning Disability commwlity; Admin: Nursing administration; Others: Other clinical specialties; c-g: grades; 
jinftJpt: Job insecurity x full-time/part-time interaction. 
A endix 6.40b Stud Ic Time I : Im act of restructuring level one residuals 
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Appendix 7.1 Study 2 Affected, and Non-affected groups: Socio-demographic and 
professional characteristics (n = 191) 
Variable CategoIY Affected n=125) Non-Affected (n=66) 
N % Cumulative N CJo Cumulative 
Gender Male 22 17.6 17.6 20 30.3 ""0 ..., .) . .) 
Female 103 82.4 100.0 46 69.7 100.0 
Age 21-24 3 2.4 2.4 1 1.5 1.5 
25-29 14 11.2 13.6 4 6.1 7.6 
30-34 15 12.0 25.6 9 13.6 21.2 
35-39 19 15.2 40.8 17 25.8 47.0 
40-44 25 20.0 60.8 11 16.6 63.6 
45-49 27 21.6 82.4 10 15.2 78.8 
50-54 12 9.6 92.0 8 12.1 90.9 
55-59 8 6.4 98.4 6 9.1 100.0 
60-64 2 1.6 100.0 - - -
Ethnicity African 2 1.6 1.6 1 1.5 1.5 
Afro-Caribbean 3 2.4 4.0 1 1.5 3.0 
Caucasian 107 85.6 89.6 57 86.4 89.4 
Indian sub continent 1 0.8 90.4 - - -
Others 12 9.6 100.0 7 10.6 100.0 
Marital Status Live with spouse 68 54.4 54.4 41 62.1 62.1 
Live with partner 25 20.0 74.4 11 16.7 78.8 
Single 14 11.2 85.6 8 12.1 90.9 
Separate/divorced/widowed 18 14.4 100.0 6 9.1 100.0 
Children at home Nil 17 13.6 13.6 9 13.6 13.6 
1 22 17.6 31.2 8 12.1 25.7 
2 32 25.6 56.8 15 22.7 48.4 
3 10 8.0 64.8 8 12.1 60.5 
4 2 1.6 66.4 1 1.5 62.0 
Missing 42 33.6 100.0 25 37.9 100.0 
Grade C 1 0.8 0.8 - - -
D 17 13.6 14.4 10 15.2 15.2 
E 42 33.6 48.0 22 33.3 48.5 
F 13 10.4 58.4 12 18.2 66.7 
G 42 33.6 92.0 17 25.8 92.4 
H 8 6.4 98.4 4 6.1 98.5 
Other 2 1.6 100.0 1 1.5 100.0 
Previous Restructuring Yes 60 48.0 48.0 16 24.2 24.1 
No 65 52.0 100.0 50 75.8 100.0 
Full-timelPart-time Full-time 95 76.0 76.0 46 69.7 69.7 
Part-time 30 24.0 100.0 20 30.3 100.0 
Average hours per wk 10.00-19.00 6 4.8 4.8 4 6.1 6.1 
20.00-29.00 16 12.8 17.6 4 6.1 12.1 
30.00-39.00 89 71.2 88.8 47 71.3 83.3 
40.00-49.00 1 1 8.8 97.6 10 15.1 98.5 
50.00+ 3 2.4 100.0 1 1.5 100.0 
Professional Education Enrolled Nurse 2 1.6 1.6 - - -
Registered Nurse 75 60.0 61.6 46 69.7 69.7 
Diploma in Nursing 17 13.6 75.2 8 12.1 81.8 
Project 2000 12 9.6 84.8 5 7.6 89.4 
Degree in Nursing 19 15.2 100.0 7 10.6 100.0 
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Appendix 7.2 Study 2 Questionnaire 
March 2001 
Dear participant, 
UniS 
University 
of Surrey 
Guildford 
Surrey GU2 5XH, UK 
Telephone 
+44 (0)1483 300800 
Facsimile 
+44 (0) 1483 300803 
School of 
Human 
Sciences 
Thank you very much for agreeing to take part in this tudy. I very much h pe that 
you will find it a useful professional experience. Pleas feel free to ask or c ntact me 
if you would like to discuss any aspect of the study her. 
As you know I am particularly interested in evaluating the effects of restructuring on 
the work group - so where the questions or statements relate to 'the team', answer 
them as you believe that your team would. 
Please choose a 4-digit number, which will be your personal identifier for the two 
parts of this research. Write this number and your name in the space at the bottom of 
this letter. I will remove them when I have recorded your name against the number 
you have chosen. Your questionnaire will then be anonymous (except to me). I need 
to know your name in order that I can give you the follow-up questionnaire. 
I realize that this is a busy time for you, but it is important to the research process 
that the group of you who have agreed to take part, do try to do so. Before you start 
completing the questionnaire, please respond to the questions below. 
With best wishes and many thanks 
Yours sincerely, 
Hilary Brown 
-----------------------------------------------------------------------------------------------------
What is the event that your team is facing on 1 st April 2001 ? 
How successful do you believe that your team will be in meeting this 
challenge/threat? Please circle one figure in the range 1 to 10, or NA. 
1 = completely successful; 10=absolute failure; NA=no event is affecting my team 
1 2 3 4 5 6 7 8 9 10 NA 
------------------------------------------------------------------------------------------------------
My personal identifier is: 1_1_1_1_1 
My name is: 
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Please write today's date 1_1_1_1_1_0_1_1_1 
• the name of your TrustJHAJPCG 
• the date your work environment changes/changed 1_1_1_1_1_0_1_1_1 
1. Questions about your job 
1. What grade is your job? D E F G H Other (circle one) and Job title 
----
2. How many years have you been: a) in this grade? years 
b) employed on your current team?_--Jyears c) employed in this TrustlPCG? __ years 
3. Have you previous experience of restructuring? Yes No (circle one item) 
If Yes, please state when & briefly what happened to you __________ _ 
4. Do you work full-time or part-time? FT PT (circle one item) 
5. How many hours a week do you work (on average) hours 
6. In which clinical area do you currently work? (e.g. Medical) _________ _ 
7. What is the name of your team (e.g. DI Ward, Anytown Hospital, or Anytown Health 
Centre) ____________________________________________________ __ 
8. Please indicate your highest level of professional education qualification (tick one item) 
RNO, Diploma in Nursing 0, Project 2000 0, Degree in Nursing :=, 
9. Please state other professional or academic qualificatiollS ___________ _ 
10. Please state your age 11. Please state where you were bOffi _______ _ 
12. Please state your ethnic identity (tick one item) 
African 0, Afro-Caribbean 0, Bangladeshi 0, Caucasian (White) 0, Indian 0, 
Pakistani 0, Sri Lankan 0, Other (please state ) _____________________ _ 
13. Marital status (tick one item) 
Living with spouse 0, Living with partner 0, Single 0, Separated/divorced/widowed C. 
14. How many children a) do you have? __ (If none, please go to question 15) 
14b How many children live with you? Of these children how many are: 
14c under 5 years 14d between 5 & 15 years 14e 16 years old or older __ 
15. What is your sex: 
2.Yourself 
Female 0 Male 0 (tick one item) 
Please tick your response to these questions: 
1 Does your mood often go up and down? 
Yes 
2 Do you ever feel "just miserable" for no reason? 
3 Are you an irritable person? 
4 Are your feelings easily hurt? 
5 Do you often feel "fed-up"? 
6 Would you call yourself a nervous person? 
7 Are you a worrier? 
8 Would you call yourself tense or "highly-strung"? 
9 Do you worry long after an embarrassing experience? 
10 Do you suffer from nerves? 
.11 Do you often feel lonely? 
12 Are you often troubled about feelings of guilt? 
384 
No 
3. Your work environment 
Indicate which of the following has affected nurses in your team in the past 6 months 
Yes No 
1 Vacancies for qualified nurses not filled 
2 Nurses on lower grades have replaced those on higher grades 
3 Early retirement incentives t---t------i 
4 Job sharing 
5 Switching to part-time work 
6 Health care assistants or volunteers replacing nurses 
7 Overtime restrictions 
8 Shortened working week 
9 Beds closed 
10 Unit closed 
11 Discontinuation of specialty service 
12 Budget cuts 
13 Working with nurses from other wards/units 
14 Working in a different building 
15 Other (please state) 
16. Please circle the figure that indicates the amount of information about the implications 
of the change event from these sources that your team has used. 
o 10 d al f~ . =none, =a great e 0 onnatlOn: 
Health professionals in other TrustslPCGs 0 1 2 3 4 5 6 7 8 9 10 
Nurses in other TrustslPCGs 0 1 2 3 4 5 6 7 8 9 10 
Nurses in other teams in your TrustlPCG 0 1 2 3 4 5 6 7 8 9 10 
Line manager 0 1 2 3 4 5 6 7 8 9 10 
Team leader 0 1 2 3 4 5 6 7 8 9 10 
Team leader's deputy 0 1 2 3 4 5 6 7 8 9 10 
All other nurses in the team 0 1 2 3 4 5 6 7 8 9 10 
Television 0 1 2 3 4 5 6 7 8 9 10 
Local newspaper 0 1 2 3 4 5 6 7 8 9 10 
Hospital/Community Newssheet 0 1 2 3 4 5 6 7 8 9 10 
Union literature 0 1 2 3 4 5 6 7 8 9 10 
Union representative 0 1 2 3 4 5 6 7 8 9 10 
In-service education session 0 1 2 3 4 5 6 7 8 9 10 
Friends and family 0 1 2 3 4 5 6 7 8 9 10 
The 'grapevine' 0 1 2 3 4 5 6 7 8 9 10 
Other (please state) 0 1 2 3 4 5 6 7 8 9 10 
17. Please circle the figure that indicates the extent to which your team believes these sources 
have withheld negative information about the implications of the change event for your team. 
O=have withheld no infonnation, 10=have withheld a great deal of infonnation: 
Health professionals in other TrustslPCGs 0 1 2 3 4 5 6 7 8 9 10 
Nurses in other TrustslPCGs 0 1 2 3 4 5 6 7 8 9 10 
Nurses in other teams in your TrustlPCG 0 1 2 3 4 5 6 7 8 9 10 
Line manager 0 1 2 3 4 5 6 7 8 9 10 
Team leader 0 1 2 3 4 5 6 7 8 9 10 
Team leader's deputy 0 1 2 3 4 5 6 7 8 9 10 
All other nurses in the team 0 1 2 3 4 5 6 7 8 9 10 
Television 0 1 2 3 4 5 6 7 8 9 10 
Local newspaper 0 1 2 3 4 5 6 7 8 9 10 
Hospital/Community Newssheet 0 1 2 3 4 5 6 7 8 9 10 
Union literature 0 1 2 3 4 5 6 7 8 9 10 
Union representative o 1 2 3 4 5 6 7 8 9 10 
In-service education session o 1 2 3 4 5 6 7 8 9 10 
Friends and family o 1 2 3 4 5 6 7 8 9 10 
The 'grapevine' o 1 2 3 4 5 6 7 8 9 10 
Other (please state) o 1 2 3 4 5 6 7 8 9 10 
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18. Please circle the figure that indicates the extent to which your team has communicated 
information about the implications of the change event to the following. 
o h t dthi tall 10 h dthi d al = ave no use sa , = ave use s a great e : 
Health professionals in other TrustslPCGs 0 1 2 3 4 5 6 7 8 9 10 
Nurses in other TrustslPCGs 0 1 2 3 4 5 6 7 8 9 10 
Nurses in other teams in your TrustIPCG 0 1 2 3 4 5 6 7 8 9 10 
Line manager 0 1 2 3 4 5 6 7 8 9 10 
Team leader 0 1 2 3 4 5 6 7 8 9 10 
Team leader's deputy 0 1 2 3 4 5 6 7 8 9 10 
All other nurses in the team 0 1 2 3 4 5 6 7 8 9 10 
Television 0 1 2 3 4 5 6 7 8 9 10 
Local newspaper 0 1 2 3 4 5 6 7 8 9 10 
Hospital/Community Newssheet 0 1 2 3 4 5 6 7 8 9 10 
Union literature 0 1 2 3 4 5 6 7 8 9 10 
Union representative 0 1 2 3 4 5 6 7 8 9 10 
In-service education session 0 1 2 3 4 5 6 7 8 9 10 
Friends and family 0 1 2 3 4 5 6 7 8 9 10 
The 'grapevine' 0 1 2 3 4 5 6 7 8 9 10 
Other (please state) 0 1 2 3 4 5 6 7 8 9 10 
19. Now, please circle the figure that indicates the extent to which the following people have 
participated in the decision-making about the future work of your team. 
o t d tall 10 h d d al =no partIcIpate a , = ave partIcIpate a great e : 
Health professionals in other TrustslPCGs 0 1 2 .., 4 5 6 7 8 9 10 :J 
Nurses in other TrustslPCGs 0 1 2 3 4 5 6 7 8 9 10 
Nurses in other teams in your TrustIPCG 0 I 2 3 4 5 6 7 8 9 10 
Line manager 0 1 2 3 4 5 6 7 8 9 10 
Team leader 0 1 2 3 4 5 6 7 8 9 10 
Team leader's deputy 0 1 2 3 4 5 6 7 8 9 10 
All other nurses in the team 0 1 2 3 4 5 6 7 8 9 10 
Union representative 0 1 2 3 4 5 6 7 8 9 10 
Friends and family 0 1 2 3 4 5 6 7 8 9 10 
The 'grapevine' 0 1 2 3 4 5 6 7 8 9 10 
Other (please state) 0 1 2 3 4 5 6 7 8 9 10 
20. Please circle the figure that indicates the extent to which the following people have used 
set procedures, such as extensive documentation, formal arbitration, or legal procedures for 
dealing with the future work of your team. 
o h d th all 10 h d th t d al = ave not use em at , = ave use ema grea e 
Health professionals in other TrustslPCGs 0 1 2 3 4 5 6 7 8 9 10 
Nurses in other TrustslPCGs 0 1 2 3 4 5 6 7 8 9 10 
Nurses in other teams in your TrustIPCG 0 1 2 3 4 5 6 7 8 9 10 
Line manager 0 1 2 3 4 5 6 7 8 9 10 
Team leader 0 1 2 3 4 5 6 7 8 9 10 
Team leader's deputy 0 1 2 3 4 5 6 7 8 9 10 
All other nurses in the team 0 1 2 3 4 5 6 7 8 9 10 
Union representative 0 1 2 3 4 5 6 7 8 9 10 
Friends and family 0 1 2 3 4 5 6 7 8 9 10 
The 'grapevine' 0 1 2 3 4 5 6 7 8 9 10 
Other (please state) 0 1 2 " 4 5 6 7 8 9 10 .J 
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21. Now, please circle the figure that indicates the extent to which the following people put 
faulty views forward about the implications of the change event for your team. 
o h t d 10 h d t = ave no one so, = ave one so 0 a great extent: 
Health professionals in other TrustslPCGs 0 1 2 3 4 5 6 7 8 9 10 
Nurses in other TrustslPCGs 0 1 2 3 4 5 6 7 8 9 10 
Nurses in other teams in your TrustIPCG 0 1 2 3 4 5 6 7 8 9 10 
Line manager 0 1 2 3 4 5 6 7 8 9 10 
Team 1 eader 0 1 2 3 4 5 6 7 8 9 10 
Team leader's deputy 0 1 2 3 4 5 6 7 8 9 10 
All other nurses in the team 0 1 2 3 4 5 6 7 8 9 10 
Union representative 0 1 2 3 4 5 6 7 8 9 10 
Friends and family 0 1 2 3 4 5 6 7 8 9 10 
The 'grapevine' 0 1 2 3 4 5 6 7 8 9 10 
Other fulease state) 0 1 2 3 4 5 6 7 8 9 10 
22. Please circle the figure that indicates the extent to which you believe that the following 
people have changed their decisions about the implications of the change event from those 
expressed early on. 
o h t d 10 h d t = ave no one so, = ave one so 0 a great extent: 
Health professionals in other TrustslPCGs 0 1 2 3 4 5 6 7 8 9 10 
Nurses in other TrustslPCGs 0 1 2 3 4 5 6 7 8 9 10 
Nurses in other teams in your TrustIPCG 0 1 2 3 4 5 6 7 8 9 10 
Lineman~er 0 1 2 3 4 5 6 7 8 9 10 
Team leader 0 1 2 3 4 5 6 7 8 9 10 
Team leader's deputy 0 1 2 3 4 5 6 7 8 9 10 
All other nurses in the team 0 1 2 3 4 5 6 7 8 9 10 
Union representative 0 1 2 3 4 5 6 7 8 9 10 
Friends and family 0 1 2 3 4 5 6 7 8 9 10 
The 'grapevine' 0 1 2 3 4 5 6 7 8 9 10 
Other (please state) 0 1 2 3 4 5 6 7 8 9 10 
23. Now, please circle the figure that indicates the extent to which you have done the 
following during the past 3 months, in relation to the change event. 
o h t d 10 h d t t t t = ave no one, = ave one so 0 a grea ex en : 
Spent time planning what I need to do 0 1 2 3 4 5 6 7 8 9 10 
Done my work, and ignored the situation 0 1 2 3 4 5 6 7 8 9 10 
Believed I'll be alright - I always am 0 1 2 3 4 5 6 7 8 9 10 
Told myself the work situation will be alright 0 1 2 3 4 5 6 7 8 9 10 
Searched for new information 0 1 2 3 4 5 6 7 8 9 10 
Put work out of my mind, when at home 0 1 2 3 4 5 6 7 8 9 10 
Spent time on a hobby 0 1 2 3 4 5 6 7 8 9 10 
Done what had to be done, one step at a time 0 1 2 3 4 5 6 7 8 9 10 
Have delayed or not done normal work tasks 0 1 2 3 4 5 6 7 8 9 10 
Not told anyone how distressed I am 0 1 2 3 4 5 6 7 8 9 10 
Done other things to keep my mind off work 0 1 2 3 4 5 6 7 8 9 10 
Asked patients to wait until after the change 0 1 2 3 4 5 6 7 8 9 10 
Smoked or taken 'tablets' to feel better 0 1 2 3 4 5 6 7 8 9 10 
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24. Please circle the figure that indicates the extent to which your team have done the 
following during the past 3 months, in relation to the change event. 
o h t d 10 h d t = ave no one, = ave one so 0 a great extent: 
Sat down & sorted out a group plan of 0 1 2 3 4 5 6 7 8 
action 
Have withheld any emotional reaction 0 1 2 3 4 5 6 7 8 
Done other things to keep our minds offwork 0 1 2 3 4 5 6 7 8 
Have let off steam at team meetings 0 1 2 3 4 5 6 7 8 
Have engaged in non-work activities, at work 0 1 2 3 4 5 6 7 8 
Asked for more time to com1?lete tasks 0 1 2 3 4 5 6 7 8 
Have put forward different plans to managers 0 1 2 3 4 5 6 7 8 
Have sought support from a union 0 1 2 3 4 5 6 7 8 
Instructions for the next part of this questionnaire. 
Please indicate on the horizontal line, which point comes closest to the word that best 
describes your thoughts or feelings of events in the past 3 months. 
Eg I am looking forward to my holiday 
, , '_x_' , , ____ _ 
with pleasure with anxiety NA 
Please circle NA if the statement does not apply to you. 
25. The unions' activity in relation to filling job vacancies has been 
, , , , , , , , I I~ 
active passIve NA 
9 
9 
9 
9 
9 
9 
9 
9 
26. The unions' activity in relation to dealing with unfair management practices has 
been 
'-- -- -- ---- -- ------ -~ 
paSSIve active NA 
27. The unions' activity in relation to job insecurity has been 
1 1 1 1 1 1 1 1 1 , __ 
active passIve NA 
28. The unions' activity in relation to working conditions has been 
111111111 I~ 
paSSIve active NA 
29 Efforts that the organization have planned, to rebuild staff morale in general are 
I I 1 I I I I , I I I 
not satisfactory satisfactory NA 
30 EffOlts that the organization have planned, to rebuild the effectiveness of nursing 
teams are 
__ I , __________ -- -- --
satisfactory not satisfactory NA 
31 The quality of health care provided to patients has been 
I I I , I , I I ,------~ 
l~~ hl~ NA 
32 Our working conditions have been affected 
_, , , , I 1 _____________ ---' 
positively negatively 
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33 We have had to use new ways to deal with the situation, that are 
1 1 1 1 , 1 1 1 1 1 
effective not-e-ffi-ec---'tive N A 
(please state one approach you have used ) 
34 Our job performance has been affected 
1 1 1 1 , 1 1 
--
negatively positively NA 
35 Our ability to provide important programmes & services has been affected 
1 1 1 1 1 , 1 1 1 1 1 
positively adversely NA 
36 The amount of non-nursing work done by nurses in our team has 
1 1 1 1 1 1 1 , , , 
----' 
decreased increased NA 
37 The possibility of being "laid off" or made redundant has 
1 1 1 1 1 1 1 1 1 
--
increased decreased NA 
38 Changing from full-time to part-time working has 
1 1 1 1 1 1 1 1 __ -----' 
decreased increased NA 
39 The possibility of demotion has 
1 1 1 1 1 1 ____ -----= 
increased decreased NA 
40 The possibility of developing new skills has 
, 1 , 1 1 1 1 1 __ -----' 
decreased increased NA 
41 My situation at work is 
1 1 1 1 , ___________ ----' 
very satisfactory very unsatisfactory NA 
42 My level of involvement in decision-making has been 
, , , , , , , , '--
very unsatisfactory very satisfactory NA 
43 The degree of support I have received in my job has been 
I' , I I , II' ,_ 
very satisfactory very unsatisfactory NA 
44 Finding another job in nursing is something I have thought about 
, 1 , , , 1 , , 1 '-----' 
often never NA 
45 Finding a job outside nursing is something I have thought about 
, , 1 , , , , , 1 ,_ 
--
never often NA 
46 Given your situation in the organization, would you have left this job if it were 
possible 1 , , , , , , 1 , 1 , 
definitely definitely not ~A 
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47 To find an equivalent job would have been 
I I I I I I I ___ ~ 
easy difficult NA 
48 Taking everything into account, will you make a genuine effort to find a new job with 
another employer in the coming year 
I I I I I I 
--
definitely definitely not NA 
49 How many days of scheduled work have you missed during this month? 
(please circle one figure) 
o 123 4 5 678 9 
50 
51 
How many of these days did you miss because you were sick? 
(Please circle one figure) 
o 123 4 567 8 
How many day annual leave have you had during this month? 
o 1 234 5 678 
The following questions relate to the team in which you work 
Please circle the figure that represents your current response 
1 = strongly disagree 2=mildly disagree 3=Neither agree nor disagree 
4=mildlyagree 5=stronglyagree 
1 More likely to use humour within the team 1 
2 More likely to draw upon the experience of your members 1 
3 Much more focused on getting the task done 1 
4 More cohesive as a team in your approach to the task 1 
5 Less receptive to the suggestions of the most experienced members 1 
6 Feel the need to do something to take control of the situation 1 
7 Feel strongly connected to each other 1 
8 More heavily synchronized in the way the team works 1 
9 Much more strongly identified with each others goals and motives 1 
10 More inclined to discuss what needs to be done 1 
11 More likely to work together in a 'strained' silence 1 
12 More likely to rely on a sense of mutual team trust 1 
13 More tense and anxious about what needs to be done 1 
14 More likely to evolve a sense of unity and oneness 1 
15 More likely to have developed a shared sense of what has to be done and by whom 1 
16 More likely to depend on the direction of the leader 1 
17 More heavily reliant on rules, roles and procedures 1 
18 F eel a sense of withdrawal and despair 1 
19 More likely to operate with a sense of team motivation and spirit 1 
20 More likely to engage in social chit-chat. 1 
Please turn over 
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26. Below are some qualities of leaders. Rank each quality as it applies to the ideal leader in 
your situation, i.e. put I by the most important item down to 19 by the least important" then 
do the same in relation to the actual Ie d f t ' a er 0 ~our eam now. 
Leader _qualities Ideal leader Rank Order Actual leader Rank Order 
1 Honest 
2 Competent 
3 Inspiring 
4 Intelligent 
5 Fair-minded 
6 Broad-minded 
7 Straightforward 
8 Imaginative 
9 Dependable 
10 Supportive 
11 Courageous 
12 Caring 
13 Co-operative 
14 Mature 
15 Ambitious 
16 Detennined 
17 Self-controlled 
18 Lo~al 
19 Independent 
In relation to your current situation and during the past 3 months: 
27. What is the most significant action that your leader has taken? 
28. What else would an ideal leader have done 
----------------------------------
29. Has your actual leader motivated your team? Yes No (circle one item) 
30. What else would an ideal leader have done 
----------------------------------
31. Has your actual leader maintained the competence of your team? Yes N 0 (circle one) 
32. What else would an ideal leader have done? 
---------------------------------
33. Has your actual leader made the best of the resources available? Yes No (circle one) 
34. What else would an ideal leader have done 
----------------------------------
35. Indicate to what extent you agree with the following statements. 
1 = to no extent; 2=to a limited extent; 3=to some extent; 
4 . d bl 5=t t xt t = to a const era e extent; - 0 a grea e en. 
This team has confidence in itself. 1 2 3 4 5 
This team believes it can become unusually good at producing high quali!y work. 1 2 3 4 5 
This team expects to be known as a high perfonningteam. I J 3 4 5 
This team feels it can solve anuroblem it encounters 1 2 3 4 5 
This team believes it can be very productive. 1 2 3 4 5 
This team can get a lot done when it works hard. 1 2 3 4 5 
No task is too tough for this team. 1 .., 3 4 5 
-
This team expects to have a lot of influence around here. I 2 3 4 5 
Thank you very much for completing this questIon. Please return It as soon as pOSSIble to the 
researcher in the envelope provided. 
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Appendix 7.3 Study 2: Principal Components Analysis and reliability coefficients of 
scales and sub-scales (n = 98) 
Scale or sub- Items Mean Scores Commonalities PCA Variance Reliability 
scale 
N Min Max Min Max Eigen % Cl 
>1 
Neuroticism 12 3.13 0 11.00 .482 .734 4 60.65 .76 
Restructuring 15 3.07 0 11.00 .463 .813 6 63.02 .68 
initiatives 
Q 16 Restriction 15 
of Information 
2.74 0 7.07 .393 .845 3 61.21 .86 
Q 17 Restriction 15 8.10 3.38 10.00 .598 .839 4 74.55 .92 
of information 
Q18 Restriction 15 2.27 0 6.67 .566 .905 5 76.35 .88 
of information 
Q 19 Constriction 10 2.66 0 7.10 .52-1 .960 4 75.2-1 .76 
of control 
Q20 Constriction 10 8.18 2.50 10.00 .527 .890 3 71.48 .86 
of control 
Q21 Cognitive 10 8.75 3.10 10.00 .557 .926 3 71.50 .85 
errors 
Q22 Cognitive 10 1.70 0 7.60 .476 .916 3 75.01 .89 
errors 
Information & 3 7.68 0.33 18.09 .664 .779 1 72.24 .81 
participation 
Individual 6 20.70 0 53.00 .425 .781 2 57. -11 .64 
coping action 
Group coping 8 29.09 5.00 67.00 .434 .770 3 66.00 .69 
action 
Union activity 4 10.17 0 40.00 .642 .822 1 75.01 .88 
Morale boosting 2 7.15 0 20.00 - - - - .63 
Coping action 20 67.11 10.00 121.00 .395 .8l7 6 66.99 .77 
Job insecurity 3 10.11 0 25.00 .510 .702 1 59.88 .66 
Job satisfaction 3 16.48 0 30.00 .359 .743 1 59.08 .63 
Potency 8 29.67 8.00 40.00 .483 .726 1 60.70 .90 
Intention to quit 4 21.72 0 40.00 .627 .771 1 68.88 .85 
Group stress 6 15.60 6.00 25.00 .343 .793 2 54.35 .59 
Absenteeism 2 0.16 0 6.00 - - - - .83 
Impact of 5 21.25 0 41.00 .398 .727 1 53.31 .78 
restructuring 
Cohesion 12 43.77 19.00 60.00 .407 .847 2 63.60 .92 
Leadership 3 2.36 0 3.00 .588 .649 1 61.78 .68 
reliance 
Key. PCA: Principal Components AnalYSIS 
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Appendix 7.4 Study 2: Operationalisation of Individual Coping Actions (Item 23) 
based on Latack & Havlovic (1992) 
Item Problem/task focus (active) Emotion/reaction focus (passive) 
Cognitive Behavioural Cognitive Behavioural 
Con Esc Soc Sol Con Esc Con Esc Soc Sol Con Esc 
1 * 
2 * 
3 * 
4 
* 
5 * 
6 
* 
7 
* 
8 * 
9 * 
10 
* 
11 * 
12 * 
13 * 
Key. Con: Control; Esc: Escape; Soc: Soclal; Sol: Sohtary. 
Appendix 7.5 Study 2: Operationalization of Group Coping Action (Item 24) based 
on Latack & Havlovic (1992) 
Item Problem/task focus (active Emotion/reaction focus (passive) 
Cognitive Behavioural Cognitive Behavioural 
Con Esc Soc Sol Con Esc Con Esc Soc Sol Con Esc 
1 * 
2 * 
3 * 
4 * 
5 * 
6 * 
7 * 
8 * 
Q33 * 
Key. Con: Control; Esc: Escape; Soc: Social; Sol: Sohtary. 
Appendix 7.6 Study 2: Mean scores, and reliability coefficients for high and low 
traffic and fire scenarios (Amos & Millward 1997) , 
Scenario N Factor lItem * Mean per situation p< Reliability a 
High Low High Low 
Traffic 232 Cohesion 4.0 3.4 - .82 .91 
232 Need for structure 3.4 3.1 - .57 .51 
232 Withdrawal 2.3 1.8 - .59 .65 
232 Social chit-chat* 2.4 3.2 - - -
232 Humour * 3.8 3.9 NS - -
Fire 232 Cohesion (+ humour) 4.0 3.0 - .88 .93 
232 Need for structure 4.0 3.0 - .58 .69 
232 Withdrawal 2.2 2.0 - .67 .77 
232 Social chit-chat* 3.5 2.7 - - -
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Appendix 7.7 Study 2: Information Sheet 
INFORMATION SHEET 
The effects of restructurin on nurses' 
in NHS Trust Hos itals and the Co 
University 
of Surrey 
Guildford 
Surrey GU2 5XH, UK 
Telephone 
+44 (0)1483 300800 
Facsimile 
+44 (0) 1483 300803 
School of 
Human 
Sciences 
This study is taking place in a number ofNHS Trusts and Primary Care Groups (pCGs) in he United 
Kingdom. Hilary Brown who was Medical Ward Sister and Senio Lecturer is conducting i as part of 
a PhD. It is designed to identify the factors that contribute to succ ssful restructuring. 
The purpose of the investigation is to study the work group (group/team)) factors that influence the 
way in which qualified nurses respond to the restructuring of their working environment. 
Restructuring may occur for example, as the result of Trusts or PCGs merging; PCGs becoming 
Primary Care Trusts (PCTs), management changes and/or relocation to new premises. A number of 
Trusts and PCGs have been restructured in the past 2 years, and others will be restructuring over the 
next 2 years. Nurses within these Trusts and PCGs however, may have few restructuring initiatives; 
these nurses are being approached to form a control group in order to measure differences between 
those who are affected by such events and those who are not affected. 
The effects of restructuring experiences among nurses in Canada and the United States of America 
suggest that while some see it as a challenge others are adversely affected; while some believe patient 
care is improved, others believe it is adversely affected. A few studies of the effects of organizational 
change on individual nurses in this country have been reported, but none have reported on the effects 
of restructuring within nurses' work groups. 
The groups (5-7 nurses in each) who agree to take part in this longitudinal study are asked to 
contribute on two separate occasions; before the event and within 3 months after the event. Data are 
being collected through a questionnaire, which takes approximately 30 minutes to complete. Staff who 
wish to be more involved may also take part in a focus group (which will be audio taped), or self, peer 
and supervisor evaluation of team performance. There will be an opportunity to discuss the study at 
informal meetings, as well as individually with the researcher should you require more information. 
It is up to you to decide whether or not to take part in this study. If you decide to take part you will be 
given this information sheet to keep and be asked to sign a consent form. If you decide to take part 
you are still free to withdraw at any time and without giving a reason. In order to ensure the 
confidentiality of all contributions, participants are asked to assign themselves a personal identifier 
and to ensure that their completed questionnaire is sealed in the stamped addressed envelope provided 
with it and sent directly to the researcher. Contributions are confidential to the researcher, who 
ensures their security and will destroy all data at the end of the study. All participants will receive 
feedback, if requested, on their questionnaire responses and other contributions. Feedback to 
managers will comprise mean questionnaire scores and the major themes that emerge from the 
information as a whole. 
Please contact your staff counselling service and/or your union representative if you would like to talk 
about your work situation during the course of this study, or at any other time. 
The study has received ethical approval. Should you wish to make contact in confidence with the 
committee, you should write to: The Administrator, South West Multicentre Research Ethics 
Committee, The Lescaze Offices, Shinners Bridge, Dartington, Devon TQ9 6JE. You may contact 
Hilary Brown, either in writing at the Psychology Department at the address above, or by email at: 
********* ************* in connection with the study. 
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Appendix 7.8 Study 2 Times 1 & 2 Affected and Non-Affected Groups: Missing 
values 
Variable Time 1 (n-19l) Time 2 (n=10l) 
Max mv per item % Max mv per item % 
Success* 15 12.0 23 12 
Restructuring initiatives 13 6.8 4 2.1 
Q 16 Restriction of information 17 8.9 4 2.1 
Q 18 Restriction of information 15 7.9 7 3.7 
Q 19 Constriction of control 17 8.9 4 2.1 
Q23 Individual coping actions 8 4.2 2 1.0 
Q24 Group coping actions 6 3.2 2 1.0 
Union activity 2 1.1 0 0 
Morale boosting 1 0.5 0 0 
Job insecurity 1 0.5 2 1.0 
Job satisfaction 1 0.5 0 0 
Potency 3 1.6 2 1.0 
Intention to quit 4 2.1 0 0 
Group stress 5 2.6 1 0.5 
Absenteeism 0 0 0 0 
Impact of restructuring 1 0.5 0 0 
Cohesion 4 2.1 2 1.0 
Leadership reliance 18 9.5 17 8.9 
Key. mv: missing values; * Affected Group only. 
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Appendix 7.9a Study 2a Time 1 Affected group: Means, standard deviations, and 
normality (n = 125) 
Variable Items Mean SD Min Max Skew Kurtosis 
Success 1 6.69 2.40 0 10.00 -.989 .987 
Neuroticism 12 3.20 2.60 0 10.00 .58 -.45 
Restructuring initiatives 15 3.34 2.35 0 9.00 .47 -.67 
Information & j)articipation 3 8.19 4.15 0.93 19.84 .69 .15 
Coping action 8 25.82 13.96 0 60.67 .40 -.'+2 
Job insecurity 3 9.95 7.22 0 25.00 -.11 -1.36 
Job satisfaction 3 17.73 6.65 0 30.00 -.39 -.01 
Potency 8 28.93 6.28 12.00 40.00 -.48 .10 
Intention to quit 4 20.66 9.65 0 40.00 -.17 -.67 
Group stress 6 15.39 4.25 6.00 25.00 -.03 -.42 
Absenteeism 2 0.15 0.85 -1.00 6.00 5.74 33.61 
Impact of restructuring 4 20.55 8.04 0 40.00 -.18 .38 
Cohesiveness 12 43.24 9.14 13.00 60.00 -.49 .49 
Leadership reliance 3 2.37 0.95 0 3.00 -1.31 .47 
Appendix 7.9b Study 2 Time 1 Non-affected group: Means, standard deviations, and 
normality (n = 66) 
Variable Items Mean SD Min Max Skew Kurtosis 
Neuroticism 12 3.05 2.54 0 11.00 .972 .793 
Restructuring initiatives 15 3.54 2.52 0 11.00 .613 .145 
Information & participation 3 8.62 4.40 0 19.17 .055 -.416 
Coping action 12 38.85 20.67 0 82.00 .309 -.745 
Job insecurity 3 10.52 7.57 0 22.00 -.122 -1.442 
Job satisfaction 3 17.12 5.68 0 30.00 -.121 .448 
Potency 8 30.35 6.14 8.00 40.00 -.792 1.477 
Intention to quit 4 21.00 10.98 0 40.00 -.132 -.886 
Group stress 6 14.96 4.15 6.00 24.00 .161 -.739 
Absenteeism 2 0.08 0.98 -3.00 7.00 5.180 40.546 
Impact of restructuring 4 19.80 7.92 0 36.00 -.202 -.140 
Cohesiveness 12 45.46 8.84 19.00 60.00 -.368 -.046 
Leadership reliance 3 2.25 1.03 0 3.00 -1.240 .306 
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Appendix 7.10 Study 2 Time 1 Affected and non-affected groups: Post hoc analyses 
f (191) o power n= 
Variable Items Affected mean Non-Affected Effect Power 
(n=l25) mean (n=66) SlZe 
Success 1 6.69 6.43 .26 .41 
Neuroticism 12 3.32 3.06 .26 .52 
Restructuring 15 3.34 3.50 .08 .13 
initiatives 
Information & 3 8.19 8.59 .40 .84 
participation 
Coping action 12 25.82 26.69 .87 1.00 
Job insecurity 3 9.95 10.52 .57 .98 
Job satisfaction 3 17.73 17.18 .55 .97 
Potency 8 28.93 30.12 1.19 1.00 
Intention to quit 4 20.66 21.00 .34 .72 
Group stress 6 15.39 15.06 .33 .70 
Absenteeism 2 0.15 0.08 .07 .12 
Impact of 4 20.55 19.75 .80 1.00 
restructuring 
Cohesiveness 12 42.24 45.47 3.23 1.00 
Leadership reliance 3 2.37 2.29 .08 .13 
Notes. alpha = .05, I-tailed 
397 
Aooendix 7. 1 1 Study 2 L 
- - ~ - - - c:J- - - - - - --
I Variables Logistic Regression - Enter Logistic Regression - Backward ! entered 
Block 
-2LL X2 T2 % respond Variable B Sig -2LL X2 Sig T2 % respond Variable B Sig 
Sig. Yes Total Model Yes Total 
la Grade 257.780 .173 71.3 56.0 Grade - .247 257.780 .173 7l.3 56.0 Grade - .247 
F -1.574 .023 F -1.574 .023 
Ib Hours 251.617 .028 49.5 57.6 Hours -.059 .017 251.617 .028 49.5 57.6 Hours -.059 .017 
lc Clinical 24l.906 .074 65.3 62.3 Elderly -2.233 .039 241.906 .074 65.3 62.3 Elderly -2.233 .039 
Area CLDT -1.359 .046 CLDT -1.359 .046 
Id Marital 237.499 .046 67.3 64.4 Single 1.014 .044 237.499 .046 67.3 64.4 Single 1.014 .044 
Step 1 246.886 .016 60.4 56.0 E -1.610 .041 246.886 .016 60.4 56.0 E -1.610 .041 ! 
F -1.854 .010 F -1.854 .010 
H -1.573 .029 H -1.573 .029 
Hours -.061 .016 Hours -.061 .016 ! I 
Single 1.009 .037 Single 1.009 .037 
2a Restructurin~ ~_42)49 .005 65.3 62.8 Tlri .145 .035 242.249 .005 65.3 62.8 ~lri .145 .035 
-- -
Removed clinical area after 1 d - no clinical areas significant 
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Appendix 7.12 Study 2 Linear regressIons : Models estimating time 2 missing values 
DV Linear Regression; Stepwise - first model Linear Regression: Enter - final model 
T2 Final model Model ANOV A (final model) Final model Model ANOV A (final model) 
DV summary summary 
I T I Coefficient First Final df Res F Sig Variables Coefficient First Final df Res F Sig Variables significance R2 R2 significance R2 R2 
N Constant .003 .698 .733 3 97 87.682 .000 Constant .022 - .733 3 97 87.682 .000 
~ N .000 N .000 
POT .009 Medical .015 
Medical .015 POT .009 
R' Constant NS .359 .434 3 97 24.518 .000 Constant NS - .434 3 97 24.518 .000 
RI .000 Rl .000 
'/ Hours .007 Hours .007 
;;y PER .010 PER .010 
AE Constant .021 .394 .640 7 93 23 .62 .000 Constant .021 .777 41 59 5.005 .000 
AE .000 Elderly .000 
CA .002 AE .000 
GS .001 CA .002 
Elderly .000 GS .001 
ITQ .006 IR .001 
IR .001 ITQ .006 
JS .048 JS .048 
CA Constant .000 .076 .169 3 97 6.581 .000 Constant .000 .169 3 97 6.581 .000 
Male .005 Male .005 
RI .026 Rl .026 
LR .043 LR .043 
lIN Constant NS .134 .167 2 98 9.849 .000 Constant NS .167 2 98 9.849 .000 
CA .001 CA .001 
Hours .050 Hours .050 
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r, DV Appendix 7. 12 continued I Linear Regression; Stepwise - first model Linear Regression: Enter - final model 
. , T2 Final model Model summary ANOV A (final model) Final model Model ANOV A (fmal model) 
DV summary 
1 
T1 Coefficient FirstR2 Final df Res F Sig Variables Coefficient First Final df Res F Sig 
Variables significance R2 significance R2 R2 
JS Constant .000 .225 .368 4 96 13.981 .000 Constant .000 - .368 4 96 13 .981 .000 
I JS .000 JS .000 
Elderly .000 Elderly .000 
IR .011 IR .011 
LD Hosp .042 LD Hosp .042 
P( ~T Constant .000 .214 .256 2 98 16.877 .000 Constant .000 - .256 2 98 16.877 .000 
/ POT .000 POT .000 
;;. Grade H .020 Grade H .020 
ITQ Constant .000 .332 .366 2 98 28.277 .000 Constant .000 - .366 2 98 28.277 .000 
ITQ .000 ITQ .000 
Age .024 Age .024 
as Constant .000 .163 .324 5 95 9.111 .000 Constant .000 - .384 7 93 8.266 .000 
as .002 GS .000 
SeplDiv .007 IR .004 
COH .062 Ethnicity .010 
P2K .023 RI .015 
IR .049 P2K .028 
Sep/Div .045 
MHCom .063 
AB Constant NS .081 .274 5 95 7.155 .000 Constant NS - .274 5 95 7.155 .000 
Diploma .004 Diploma .004 
SepfDiv .003 SeplDiv .003 
MHCom .013 MHCom .013 
OPD .014 OPD .014 
RI .020 RI .020 
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DV 
T2 
DV 
I 
IR 
i 
/ 
" COH 
LD 
A dix 7 . 12 d 
- - --- ---- -- -
Linear Regression; Stepwise - first model Linear Regression: Enter - final model I 
Final model Model ANOV A (final model) Final model Model ANOV A (fmal model) 
summary summary 
T1 Coefficient First Final df Res F Sig Variables Coefficient First Final df Res F Sig 
Variables significance R2 R2 significance R2 R2 
Constant .000 .157 .428 7 93 9.942 .000 Constant .000 - .384 6 94 9.755 .000 
JS .001 P2K .002 
P2K .003 Grade E .004 
Affected .007 JS .010 
Grade E .007 Affected .010 
IR .035 IR .025 
N .033 
Constant .000 .236 .396 5 95 12.459 .000 Constant .000 - .396 5 95 12.459 .000 
GS .000 GS .000 
LD Com .014 LD Com .0 14 I 
IR .015 IR .0 15 
PER .036 PER .036 
POT .045 POT .045 
Constant .000 .253 .314 3 97 14.780 .000 Constant .005 - .356 5 95 10.507 .000 
LR .000 LR .000 
POT .030 MH Hosp .010 
MH Hosp .043 POT .025 
Hours .046 
LD Hosp .053 
Key. N : Neuroticism; RI: Restructuring initiatives; AE: Appraisal effectiveness; CA: Coping actions; JIN: Job insecurity; JS : Job satisfaction; POT: Potency; ITQ: 
Intention to quit; GS : Group Stress; 
AB : Absenteeism; IR: Impact of restructuring; COH: Cohesion; LR: Leadership reliance; PER: Previous experience of restructuring; Diploma: Diploma education; P2K: 
Project 2000 education; Medical: General Hospital Medical Ward; Elderly: General Hospital Elderly Ward; 
OPD General Hospital Out Patients Department; LH Hosp: Learning Disability Hospital ; 
MH Hosp · Mental Health Hospital; MH Com: Mental Health Community; LD Com: Learning Disability Community; SeplDiv: SeparatedlDivorced. 
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Anoendix 7.13 _. 
- - - --- - - . --
-
Before imputation Predicted values Imputed values 
Variable Mean SD Skew Kurtosis Mean SD Skew Kurtosis Mean SD Min Max Skew Kurtosis 
Neuroticism 3.23 2.82 .93 .38 3.14 2.30 .68 -.12 3.12 2.52 -0.30 12.00 .96 .73 
Restructuring initiatives 3.73 2.46 .25 -.96 3.66 l.54 .37 -.51 3.66 2.03 0 9.00 .36 -.41 
Infonnation & 8.14 3.99 .45 -.25 7.86 3.20 -.32 .31 7.86 3.64 -2.96 18.80 .10 .34 
participation 
Coping action 40.53 17.31 -.47 -.60 39.81 6.99 .79 .13 39.81 13.41 0 69.67 -.35 .48 
Job insecurity 11.99 7.83 -.15 -.97 12.07 3.05 -.05 -.35 12.07 6.01 0 28.00 -.21 .17 
Job satisfaction 15.18 5.49 .07 .14 15.18 3.27 -.11 -.08 15.18 4.55 2.00 30.00 .04 .77 
Group potency 24.40 6.00 -.63 .65 29.51 2.88 -.58 .33 29.51 4.73 8.00 40.00 -.75 2.14 
Intention to quit 21.42 8.81 .05 -.70 21.24 5.62 -.12 -.63 21.24 7.58 2.00 40.00 .05 -.38 
Group stress 15.18 4.43 -.03 -.57 15.36 2.72 .14 .44 15.36 3.71 6.00 25.00 -.09 .06 
Absenteeism 0.31 1.49 5.38 29.95 0.41 0.85 l.24 1.55 0.41 1.25 -.69 10.00 4.82 29.94 
Impact of restructuring 20.68 6.88 -.53 .91 20.55 4.31 .05 -.07 20.55 5.82 0 36.00 -.40 1.39 
Cohesiveness 42.55 7.73 .14 -.43 42.74 4.47 -.14 -.31 42.74 6.24 27.00 60.00 .10 .36 
Leadership reliance 2.43 0.94 -1.54 1.20 2.43 0.54 -.85 .48 2.43 .77 0 3.42 -1.58 2.24 
-- - - --- -- - ---- --- - -
-
---------- --
-_ .. _------
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A dix 7. 14a Studv 2 -' lIme L A.IIectea ~oup: Means, stanaara aeVlatIOnS, ana normality (n=125) 
Variable Items Mean SD Min Max Skew Kurtosis 
Neuroticism 12 3.07 2.51 -0.30 9.76 .74 -.19 
Restructuring initiatives 15 3.80 2.13 0 9.00 .31 -.61 
Information & participation 3 7.81 3.70 -2.96 18.80 .13 .74 
Coping action 8 38.90 12.97 0 69.50 -.44 .62 
Job insecurity 3 12.40 5.80 0 28.00 -.17 .34 
Job satisfaction 3 15.34 4.28 5.00 30.00 .33 .81 
Potency 8 29.36 4.47 15.00 40.00 -.55 l.06 
Intention to quit 4 2l.33 7.66 4.00 40.00 .14 -.46 
Group stress 6 15.62 3.77 6.00 25.00 -.19 .22 
Absenteeism 2 0.40 1.21 -0.69 10.00 4.91 32.98 
Impact of restructuring 4 2l.57 5.67 4.00 36.00 -.17 .84 
Cohesion 12 42.19 6.35 27.00 59.00 .07 .34 
Leadership reliance 3 2.47 0.73 0 3.42 -l.60 2.58 
A dix 7.14h Study 2 Time 2 Non-Affected G M tandard d t , and normality (n=66) 
Variable Items Mean SD Min Max Skew Kurtosis 
Neuroticism 12 3.21 2.52 0 12.00 1.41 2.64 
Restructuring initiatives 15 3.38 1.82 0 8.00 0.33 0.01 
Information & participation 3 7.94 3.56 0.90 15.70 0.05 -0.49 
Coping action 12 41.52 14.15 0 69.67 -0.28 0.32 
Job insecurity 3 11.46 6.41 0 26.00 -0.21 -0.08 
Job satisfaction 3 14.88 5.04 2.00 30.00 -0.26 0.56 
Potency 8 29.81 5.21 8.00 38.00 -1.05 3.48 
Intention to quit 4 21.07 7.48 2.00 40.00 -0.16 -0.16 
Group stress 6 14.88 3.59 7.00 24.00 0.08 -0.05 
Absenteeism 2 0.42 l.33 -0.45 9.00 4.75 27.34 
Impact of restructuring 4 18.61 5.66 0 30.56 -0.95 2.12 
-" " 
Cohesiveness 12 43.79 5.93 31.00 60.00 0.27 0.43 
I ,eadcrship reliance 3 2.36 0.84 0 3.07 -l.53 1.74 
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Appendix 7.15 Study 2 Time 2 Non-affected group: Test-retest inter-correlations 
(n-66) 
Variable Items r p 
Neuroticism 12 .86 .000 
Restructuring initiatives 15 .65 .000 
Information & participation 3 .68 .000 
Coping action 8 .09 .489 
Job insecurity 3 .16 .213 
Job iatisfaction 3 -.50 .000 
Potency 8 .49 .000 
Intention to quit 4 .76 .000 
Group stress 6 .39 .001 
Impact of restructuring 4 -.15 .229 
Cohesiveness 12 .41 .001 
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Appendix 8.1 Study 2b Time 1 Affected & non-affected group leadership qualities: Rank 
orders iAffected ideal n=109; actual n=97; Aon-affected ideal n=56; actual n=50) 
Leadership qualities Kouzes & Nurses Nurses Wilcoxon Signed Ranks test 
Posner 1J 988) Ideal Actual Z Sig 
Honest 1 3 2 -4.86* .000 
Co:tJlQetent 2 1 1 -3.10* .002 
Inspiring 3 6 15 -7.64* .000 
Intelligent 4 9 6 -2.41 ** .016 
Fair-minded 5 4 4 -2.40* .016 
Broad-minded 6 12 14 -1.47** NS 
Straightforward 7 10 8 -1.74** NS 
Im~ative 8 13 18 -1.55* NS 
Dependable 9 5 5 -3.58* .000 
S~ortive 10 2 3 -5.67* .000 
Courageous 11 17 19 -2.40** .017 
CarinK 12 7 7 -1.00* NS 
Co-ol~erative 13 11 13 -0.77* NS 
Mature 14 16 10 -5.78** .000 
Ambitious 15 19 16 -4.18** .000 
Determined 16 15 9 -4.03** .000 
Self-controlled 17 14 12 -2.67** .008 
Loyal 18 8 11 -2.17* .030 
Independent 19 18 17 -4.06** .000 
. . Key. *: based on negative ranks; **: based on posItIve ranks; Sig: Sigruficance . 
Appendix 8.2 Study 2b Time 1 Successful & non-successful group leadership qualities: Rank 
orders 
Leadership qualities Kouzes & Ideal leadership quality Actual leadership quality 
Posner 1/988) 
N-S Group S Group N-S Group S Group 
n=98 n=67 n=85 n=61 
Honest 1 2 2 2 " 
-' 
Co:tJlQetent 2 1 3 1 1 
Inspiring 3 6 6 18 12 
Intelligent 4 9 10 5 7 
Fair-minded 5 5 4 4 4 
Broad-minded 6 13 13 13 17 
Strai~tforward 7 10 9 9 6 
Im,!&native 8 12 14 17 18 
Dependable 9 4 5 6 5 
Suwortive 10 3 1 3 2 
Courageous 11 18 18 19 19 
Caring 12 7 7 7 9 
Co-operative 13 11 11 12 16 
Mature 14 15 16 8 11 
Ambitious 15 19 17 16 14 
Detemrined 16 14 15 10 8 
Self-controlled 17 16 12 11 13 
Loyal 18 8 8 1.+ 10 
Ind~endent 19 17 19 15 15 
Key. N-S: Non-successful; S: Successful. 
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A dix 8.3 Study 2b 
------ -- - - -
-- ----,., -. -- •• --, -------~-. - •• - •• ~ •• -------~-. E>.~-.4~-... ~., ". ........ , .. - ... 
I Ideal Actual 
ts of between-subjects effects 
I Variable Mean df F Sig. Partial Mean df F Sig. Partial 
112 112 
N-S S N-S S 
n=98 n=67 n=85 n=61 
Honest 4.41 4.25 1 .055 NS .000 6.78 6.47 1 .125 NS .001 
Competent 3.86 4.62 1 1.399 NS .010 5.32 5.60 1 .152 NS .001 
Inspiring 7.86 7.85 1 .000 NS .000 13.19 10.77 1 8.356 .01 .055 
Intelligent 9.56 9.98 1 .268 NS .002 8.55 9.00 1 .315 NS .002 
Fair-minded 7.38 6.32 1 1.980 NS .014 7.92 8.23 1 .119 NS .001 
Broad-minded 12.64 11.75 1 1.566 NS .011 10.82 12.55 1 4.289 .04 .029 
Straightforward 10.31 9.90 1 .291 NS .002 9.76 8.58 1 1.794 NS .012 
Imaginative 12.25 12.68 1 .365 NS .003 12.67 13.55 1 1.362 NS .009 
Dependable 7.00 7.05 1 .005 NS .000 9.07 8.23 1 1.095 NS .008 
Supportive 4.19 3.85 1 .434 NS .003 7.45 6.22 1 1.956 NS .013 
Courageous 14.62 14.98 1 .259 NS .002 13.39 14.47 1 2.035 NS .014 
Caring 8.60 9.17 1 .626 NS .004 9.19 9.33 1 .034 NS .000 · 
Co-operative 10.68 11.45 1 1.167 NS .008 10.67 12.33 1 4.535 .04 .031 
Mature 13.12 12.70 1 .259 NS .002 9.65 10.27 1 .455 NS .003 
Ambitious 14.95 14.72 1 .093 NS .001 12.32 12.18 1 .019 NS .000 
Determined 11.93 12.47 1 .536 NS .004 9.95 9.37 1 .447 NS .003 
Self-con trolled 12.80 11.43 1 3.862 .05 .026 10.54 11.22 1 .654 NS .005 
Loyal 9.08 9.60 1 .489 NS .003 10.87 9.43 1 2.956 .09 .020 
Independent 14.78 15.10 1 .227 NS .002 12.32 12.37 1 .003 NS .000 
- ~-
Key. Sig P < .0 I; N-S: Non-successful group; S: Successful group. 
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Appendix 8.4a Study 2b Time 1: Restructuring initiatives final model 
tIriij ~ N(XB, Q) 
tIriij = POijconstant + O.065(O.021)tIjinij + O.033(O.015)t1itCLj + 
-1.475(O.480)Caucasianij 
POij = 3.379(0.550) + U OJ + e Oij 
[e OijJ ~ NCO, 0,,) : Oe = [3.072(0.396)J 
-2 *loglikelih00 d(IGLS) = 817.617(191 of 191 cases in use) 
Key. tIri: Restructuring initiatives; tljin: Job insecurity; tlitq: Intention to quit. 
A endix 8.4b Study 2b Time 1: Restructuring initiatives level one residuals 
Time 1 Restructuring initiatives: Level 1 
residuals (n=191) 
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...., 
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nscore 
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Appendix 8.4c Study 2b Time 1: Restructuring initiatives level two residuals 
Time 1 Restructuring initiatives: Level 2 
residuals (n=49) 
'-" 
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nscore 
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Appendix 8.5a Study 2b Time 1: Information & participation final model 
t1aey· ~ N(XB, Q) 
t1aey' == POiconstant + 0.148(0.0 19)t1caij + 0.099(0.028)t1cohy' 
POi == 0.097(1.332) + e Oij 
-2*loglikelihood(IGLS) == 1025.969(191 of 191 cases in use) 
Key. tlae: Information & participation; tlca: Coping action; tlcoh: Cohesiveness. 
A endix 8.5b Stud 2b Time 1: Information & articipation level one residuals 
Time 1 Appraisal effectiveness: Level 1 
residuals (n=191) 
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o 
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nscore 
Key. Appraisal effectiveness: Information & participation. 
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Appendix 8.6a Study 2b Time 1: Coping action final model 
t1caij ..... N(XB, Q) 
tlcaij = POijconstant + 1.083(0.184)tlaeij + -0.374(0. 124)tlpotij + 
0.547(O.099)tlirij + -6.333(2.364)Caucasiai'1.ij 
POij = 22.367(4.723) + U OJ + e Oij 
[u oJ -NCO, OJ : Ou = [20.417(9.788)J 
-2 *loglikelih00 d(IGLS) = 1428.279(191 of 191 cases in use) 
Key. tlca: Coping action~ tlae: Information & participation; tlpot: Group potency; tlir: Impact of 
restructuring. 
A endix 8.6b Stud 2b Time 1: Co in action level one residuals 
Time 1 Coping actions: Level 
1 residuals (n=191) 
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A endix 8.6c Stud 2b Time 1: Co in action level two residuals 
Time 1 Coping actions: Level 
2 residuals (n=49) 
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Appendix 8.7a Study 2b Time 1: Job insecurity fmal model 
t1jinij ~ N(XB, Q) 
t1jinij = POiconstant + O.674(O.207)t1riij + O.209(O.049)t1itq~i 
POi = 3.508(1.216) + e Oij 
-2*loglikelihood(IGLS) == 1268.845(191 of 191 cases in use) 
Key. tIjin: Job insecurity; tIri: restructuring initiatives; tlitq: Intention to quit. 
A endix 8.7b Study 2b Time 1: Job insecuri level one residuals 
Time 1 Job insecurity: Level 
1 residuals (n=191) 
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Appendix 8.8a Study 2b Time 1: Job satisfaction final model 
tljsij ~ N(XB, Q) 
tljsij == POiconstant + -0. 137(0.040)tlitqij + -0.371(0.095)tlgs~/ + 
O. 280( O. 048)t 1 ir y' 
POi = 20.367(1.935) + e Of} 
-2*loglikelihood(IGLS) = 1171.157(191 of 191 cases in use) 
Key. tljs: Job satisfaction; tlitq: Intention to quit; tlgs: Group stress; tlir: Impact of restructuring. 
A endix 8.8b Study 2b Time 1: Job satisfaction level one residuals 
Time 1 Job satisfaction Level 
1 residuals (n=191) 
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Appendix 8.9a Study 2b Time 1: Group potency final model 
t1potij ~ N(XB, Q) 
tlpotij = poy·constant + O.325(O.041)tlcohij + O.098(O.043)tlagecentre~. 
POij = 14.805(1.847) + U OJ + e Oy' 
[e Oij] "-J N(O, Qe) : Oe = [20.379(2.597)] 
-2*loglikelihood(IGLS) = 1164.895(191 of 191 cases in use) 
Key. tlpot: Group potency; tlcoh: Cohesiveness; tlagecentred: Age (centred at the mean). 
A 
Time 1 Potency: Level 
1 residuals (n=191) 
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level one residuals 
Appendix 8.9c Study 2b Time 1: Potency level two residuals 
I • 
Time 1 Potency: Level 
2 residuals 
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Appendix 8.1 Oa Study 2b Time 1: Intention to quit fInal model 
tlitCLj ~ N(XB, Q) 
tlitqij = POI~ons~~t + O.296(O.085)tljinij + -0.338(0.1 05)tljsij + 
-0.196(O.068)t1agecentredij + O.446(O.246)t1nelU~/ + 
-O.348(0.140)timeij + -0.168(O.074)t1cohij + -3.389(1.273)Successfulij 
POi = 30.881(3.585) + e Oij 
[e ou] -- NCO, Oe) : Oe = [68.494(7.009)J 
-2*loglikelihood(IGLS) = 1349.342(191 of 191 cases in use) 
Key. tlitq: Intention to quit; tljin: Job insecurity; tljs: Job satisfaction; tlagecentre: Age (centred at 
the mean); time: time in weeks (centred on 0 from restructuring date); tlneur: Neuroticism; tlcoh: 
Cohesiveness. 
A endix 8.1 Ob Stud 2b Time 1: Intention to uit level one residuals 
Time 1 I ntention to quit: Level 
1 residuals (n= 191) 
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Appendix 8.11 a Study 2b Time 1: Group stress fmal model 
tlgsij - N(XB, Q) 
tlgsij = POijconst&,t + O.114(O.040)tljia'ij + -O.072(O.047)tljsij + 
-0. 1 37(0.029)tlcohij + O.337(0.097)tlneurij + -0.082(0.036)hoursij + 
-1. 178(0.504)Successfulij + -1.408(O.688)tljinjslliij 
POij = 24.042(l.922) + U OJ + e Oij 
-2*loglikelihood(IGLS) = 995.574(191 of 191 cases in use) 
Key. tlgs: Group stress; tljin: Job insecurity; tljs: Job satisfaction; tlcoh: Cohesiveness; tlneur: 
Neuroticism; hours: Hours worked per week; tljinjslh: Job insecurity x Job satisfaction interaction. 
A endix 8.11 b Stud 2b Time 1: Grou stress level one residuals 
Time 1 Group Stress: Level 
1 residuals (n= 191 ) 
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Appendix 8.11 c Study 2b Time 1: Group stress level two residuals 
Time 1 Group stress: Level 2 
residuais (n=49) 
2.7 
2.0 r-
1.4 
0.7 
-2.7 I I 
-2.7 -2.0 -1.4 -0.7 0.0 0.7 1.4 2.0 2.7 
nscore 
418 
Appendix 8.12a Study 2b Time 1: Impact of restructuring fmal model 
t1irij r-J N(XB, Q) 
t1irij = POiconstant + 0.208(O.035)t1caij + O.415(0.074)t1js£i + 
0.192(0.054)tlagecentredij + 5.295(1.646)Full-timeij + 
-0.280(0.102)t1ytcentredij + -0.254(0.11 O)hoursfi 
POi = 12.623(3.412) + e Oij 
[e Qij] - N(O, Oe) : Oe = [37.830(3.871)] 
-2*loglikelihood(IGLS) = 1235.957(191 of 191 cases in use) 
Key. tlir: Impact of restructuring; tlca: Coping action; tljs: Job satisfaction; tlagecentred: Age 
(centred on the mean); tlytcentred: Years in the TrustlPCT (centred on the mean); hours: Hours 
worked per week. 
A endix 8.12b Study 2b Time 1: 1m act of restructuring level one residuals 
I mpact of restructuring: Level 
1 residuals (n=191) 
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App~ndix 8.13a Study 2b Time 1: Cohesiveness final model 
t1cohij'-" N(XB, Q) 
tlcohij = POiconstal1t + O.295(O.ll7)tlae~l + O.214(O.084)tljsij + 
0.590(0.082)t1potu + -0.572(0.128)t1gsij + -0.225(0.112)timeU + 
3.012(1. 174)femaleU 
POi = 26.772(4.006) + e ou 
-2 *loglikelih0 od(IGLS) = 1264.300(191 of 191 cases in use) 
Key. tlcoh: Cohesiveness; tlae: Information & participation; tljs: Job satisfaction; tlpot: Group 
potency; tlgs: Group stress; time: Time in weeks centred on 0 from restructuring. date. 
A endix 8.13b Stud 2b Time 1: Cohesiveness level one residuals 
Time 1 Cohesion: Level 1 
residuals (n= 191 ) 
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